









































And	 last,	but	definitely	not	 least,	 to	my	two	walking	 friends	who	have	endured	
and	engaged	with	all	my	struggles	from	start	to	finish.	








approach	 to	 treat	 obesity	 despite	 its	 well-documented	 failures.	 (Dulloo,	 2012	
p1418)	
	
There	 is	 considerable	 research	 into	 bariatric	 surgery	 as	 a	 treatment	 for	 the	
purposes	of	weight-loss	and	reduction	of	co-morbidities	associated	with	obesity,	









Participant’s	 identity	 construction	 is	 explored	 with	 regard	 to	 the	 discourses	
chosen	 to	 account	 for	 their	 weight	 which	 enabled	 them	 to	 avoid	 being	
stigmatised	 as	 morally	 failing	 to	 fulfil	 the	 neo-liberal	 task	 of	 personal	
responsibility	 for	 their	health.	 	The	concept	of	positioning	over	 time	 is	used	 to	
demonstrate	 the	 shift	 from	being	blameless	 for	 their	past	 size,	 to	 one	of	 being	
blameworthy	were	they	to	put	on	weight	post-surgery.	 	This	facilitated	a	fattist	


















































































































































with	 the	 ‘obesity	 crisis’	which	currently	occupies	much	governmental,	medical,	
and	media	 attention.	 	 There	 is	 considerable	 research	 into	weight-loss	 surgery	
(WLS),	but	relatively	little	is	written	about	what	it	is	like	for	those	who	undergo	










an	 undercurrent	 throughout	 this	 research,	 informing	 the	 choice	 of	 subject,	 the	
way	of	finding	interviewees,	the	method	of	analysis,	and	the	style	in	which	I	have	
written.	 	 The	 people	 I	 talked	 with	 generously	 offered	 themselves	 and	 their	
stories,	 trusting	 that	 I	would	not	 abuse	what	 I	was	 given	and	 risking	 exposing	
themselves	 to	 scrutiny.	 	 In	 the	 light	 of	 this	 it	 seemed	 only	 reasonable	 that	 I	
should,	 self-consciously,	 take	 a	 similar	 risk.	 	We	all	 expose	ourselves	when	we	
write,	even	if	we	try	to	hide	behind	formal	academic	discourses,	but	I	intend	to	
do	it	more	explicitly.		So,	I	have	frequently	used	the	first	person	singular	with	the	








which	 surgically	 alter	 a	 person’s	 healthy	 digestive	 system	 in	 an	 irreversible	






(2013)	 argued	 that,	 in	 the	 majority	 of	 patients,	 surgery	 produces	 sufficient	
weight-loss	 and	 reduction	 in	 the	 common	 co-morbidities	 of	 obesity	 for	 the	
continued	 use	 of	 an	 expensive	 and	 drastic	 solution	 to	 be	 considered	 justified.		
Depending	upon	 the	 type	performed,	WLS	results	 in	 irreversible	 change	 to	 the	
body	and	its	functioning.		Like	all	forms	of	surgery,	it	is	not	without	risk	both	in	
the	sense	of	not	always	achieving	 its	aims,	 i.e.	weight-loss	and	reduction	 in	co-
morbidities,	but	also	the	risks	common	to	all	major	abdominal	procedures	such	




pouch	 from	 the	 upper	 part	 of	 the	 stomach.	 	 The	 band	 is	 filled	 via	 a	 port	with	
saline	solution	to	restrict	the	amount	of	food	that	can	be	ingested.	Between	1%	
(Hutter,et	 al2011)	 and	 5%	 (Burton,et	 al2011)	 of	 people	 having	 the	 LAGB	will	





(ii)	 The	 sleeve	 gastrectomy	 involves	 dividing	 the	 stomach	 vertically	 using	
staples,	 and	 the	 redundant	 portion	 of	 stomach	 is	 removed.	 	 Problems	 include	
leakage	from	the	staple-line	or	actual	rupture	of	the	staples,	infection,	bleeding,	








the	 stomach	 is	 stapled	 to	 create	 a	 small	pouch	and	 the	 remainder	 is	 cut	 away.		
The	 small	 intestine	 is	 cut	 and	 joined	 to	 the	 pouch,	 and	 the	 remaining	 piece	 of	
intestine	which	is	still	attached	to	what	is	left	of	the	stomach,	is	reattached	to	the	







which	 “…include	 irregular	 heartbeat,	 drop	 in	 blood-pressure,	 diarrhoea,	 and	
nausea.	 	 According	 to	 recent	 studies,	 such	 symptoms	 are	 due	 to	 a	 series	 of	
physiological	processes	that	are	triggered	when	food	reaches	the	small	intestine	
too	quickly...		Moreover,	rapid	delivery	of	carbohydrates	to	the	small	intestine	is	
reported	 to	 cause	 excessive	 insulin	 secretion.	 	Whether	 these	 processes	 cause	
‘dumping’	symptoms	–	or	are	a	consequence	of	it	–	is,	however,	still	a	matter	of	
controversy...”	 	 (Groven,et	 al2012p37).	 	 Dumping	 is	 often	 viewed	 in	 a	 positive	





term	 it	 can	 be	 problematic.	 	 Other	 side-effects	 are	 vitamin	 and	 mineral	
deficiencies	 which	 require	 regular	 injections	 to	 correct	 them;	 hair-loss;	
weakening	of	 the	nails;	osteoporosis;	gall-stones;	oesophageal	reflux	which	can	






Most	WLS	 patients	 experience	 considerable	 changes	 in	 their	 ability	 to	 eat,	 not	
just	in	terms	of	the	amount	it	is	possible	to	consume,	but	also	in	the	types	of	food	




easily	digested.	 (Ogden,et	al2006)	 	There	appear	 to	be	no	comprehensive	rules	
as	to	what	can	or	cannot	be	consumed.		Some	can	eat	almost	anything	from	their	
pre-surgery	 diet,	whereas	 others	 have	 to	 find	 out	 by	 trial	 and	 error	what	 it	 is	
possible	 to	 eat	 –	 and	 for	 some	 that	 varies	 from	day	 to	day.	 	The	experience	of	




Meals	must	 be	 consumed	 according	 to	 strict	 rules	 of	 numbers	 of	 ‘chews’,	 gaps	
between	 mouthfuls,	 and	 to	 be	 of	 limited	 duration.	 	 No	 liquids	 should	 be	
consumed	 within	 half	 an	 hour	 of	 eating.	 (PIL,2013,Appendix	 1)	 	 This	 is	 not		





et	 al2012),	 for	whom	WLS	does	not	 produce	 the	desired	 effects	 of	weight-loss	
and/or	co-morbidity	reduction.		A	great	deal	of	research	effort	has	been	put	into	
discovering	 whether	 it	 is	 possible	 to	 predict	 who	 will	 or	 will	 not	 be	 able	 to	
benefit	 from	the	surgery	–	with	no	clear	predictors	being	 found	(Griauzde,et	al	
2018;Livhits	et	al2012;Moroshko,et	al2012;Wolfe&Terry2006).	 	Relatively	 little	
attention	 has	 been	 paid	 to	 the	 detail	 of	 patient	 expectation	 and	 experience	 of	















as	 obesity	 in	 children…(they	 also	 looked)	 at	 different	 aspects	 of	 the	 medical	









such	as	stress	and	poverty	 in	 the	 incidence	of	obesity	became	even	clearer.	 	 In	
2011,	Healthy	 Lives	 Healthy	 People	 stressed	 the	 role	 of	 overconsumption,	 and	
emphasised	 the	 importance	 of	 decreasing	 energy-intake	 and	 raising	 physical	
activity,	 thus	 firmly	 placing	 responsibility	 for	weight	 upon	 the	 individual.	 	 Yet	
Public	 Health	 England	 was	 publishing	 factsheets	 which	 demonstrated	 that	
“(o)verall,	 for	 women,	 obesity	 prevalence	 increases	 with	 increasing	 levels	 of	
deprivation,	 regardless	 of	 the	measure	 used.	 	 For	men,	 only	 occupation-based	
and	qualification-based	measures	show	differences	 in	obesity	rates	by	 levels	of	
deprivation.”	 (PHE	 2014p1).	 	 Probyn	 says,	 “In	 terms	 of	 weight,	 obesity	 and	
eating	practices,	there	is	no	possible	way	of	understanding	the	phenomenon	and	
problematic	 without	 centrally	 focusing	 on	 social	 class.”	 (2009p114)	 and,	 as	
Boero	 puts	 it,	 “(t)he	 obesity	 epidemic	 is	 replete	 with	 examples	 of	 fat	 bodies	
absorbing	much	 of	 the	 criticism	 that	might	 otherwise	 be	 levelled	 at	 structural	



















risks	 and	 deaths	 assumed	 to	 be	 due	 to	 fatness	 is	 scientifically	 indeterminable	





	My	choice	of	subject	 for	this	thesis	was	 influenced	by	this	climate	 in	which	we	
are	 told	 that	 an	 ‘obesity	 epidemic’	 is	 threatening	 the	 survival	 of	 the	NHS.	 	The	
anti-fat	discourse	makes	 the	 choice	of	 surgery	as	 a	 solution	 to	 extreme	weight	
appear	reasonable	despite	the	dangers	attendant	upon	major	surgery.		There	are	
also	the	risks	specific	to	WLS	such	as	malnourishment	unless	a	strict	regime	of	
diet	 and	vitamin	 intake	 is	 followed	 for	 the	 rest	of	 the	 individual’s	 life.	 “…(T)he	
gastric	bypass	procedure	is	an	operation	that	alters	irreversibly	the	anatomy	and	
physiology	of	 a	healthy	 stomach,	whereas	 the	 individual’s	 eating	habits	 cannot	







increased	 demand	 for	 health	 care.	 	 The	 fat	 body	 is	 mute	 witness	 to	 over-
consumption	-	 in	a	society	which	depends	for	 its	economic	survival	upon	us	all	






am	 a	 psychoanalytic	 clinician,	 and	 have	 personal,	 political,	 and	 professional	
interests	 in	 my	 chosen	 research	 area.	 	 I	 do	 not	 pretend	 to	 a	 disinterested	
objectivity,	but	that	should	not	 interfere	with	a	transparent	presentation	of	my	
findings.	 	 I	 am	 aware	 that	 this	 is	 a	 difficult	 position	 to	 take,	 and	 note	 Wall’s	
caution	that	“…there	can	be	a	number	of	pitfalls…that	can	threaten	the	scientific	
merit	 of	 a	 study:	 these	 include	 seeing	 only	 what	 serves	 the	 researcher’s	
purposes,	 placing	 passion	 before	 science,	 making	 claims	 beyond	 the	 evidence	
and	 replacing	 reason	with	 stridency.”	 (2006p44).	 	 I	 did	not	 find	 the	 answers	 I	
expected	and	gained	a	much	fuller	and	more	nuanced	perspective	on	WLS	than	
the	one	with	which	I	began.		It	is	also	uncomfortable	for	me	in	the	way	described	








My	 first	 answers	were	very	personal	 and	 I	wondered	how	 I	 could	 include	 that	
part	 of	 the	 story	 in	 a	 way	 which	 would	 be	 considered	 sufficiently	 ‘academic’.	
Others	have	also	searched	for	a	way	of	writing	which	would	not	only	allow	for,	
but	 actively	 take	 into	 account	 my	 self-scrutiny	 and	 reflection	 on	 my	 bodily	





be	known	about	 the	 researcher	 in	order	 to	evaluate	 the	 research	and	how	can	
this	be	known?”	(Parsons2013p13).		It	was	a	matter	of	making	myself	visible	in	
the	 writing	 (Anderson2006)	 while	 trying	 not	 to	 “romanticiz(e)	 the	 self”	
(Atkinson&Silverman1997).	
	
As	 a	 psychoanalytic	 clinician	 it	 seemed	 obvious	 that	 I	 would	 reflect	 upon	my	
motivations	and	responses	to	the	material	I	collected	given	that	that	is	what	I	do	
in	 my	 clinical	 work	 	 –	 and	 not	 in	 the	 token	 fashion	 where	 being	 reflexive	 is	
illustrated	by	“…a	paragraph	 in	an	otherwise	neutral	and	objectively	presented	
manuscript.”	 (Wall2006p3).	 	 My	 understanding	 of	 myself	 is	 offered	 so	 that	
readers	can	have	some	of	the	information	necessary	to	evaluate	the	quality	of	my	
research.	 	 But	 also,	 as	 a	member	 of	 the	wider	 community	 of	 women	who	 are	
constantly	aware	of	their	size,	I	will	be	writing	as	an	insider	to	this	struggle.		This	
felt	important,	not	because	I	thought	it	would	give	me	privileged	access	to	truth,	




My	 own	 experience	 was	 a	 motivating	 factor	 for	 this	 research,	 but	 to	 write	
personally	is	to	lay	oneself	open	to	criticism	for	navel-gazing,	while	disembodied	
writing	 conveys	 the	 appearance	 that	 one	 is	 producing	 objective,	 abstract,	
categorical	 knowledge.	 (Dyson2007).	 	 To	 acknowledge	 the	personal,	 embodied	
nature	of	my	work	was	appropriate	to	a	topic	of	such	obvious	physicality	as	WLS	
–	 something	 that	 is	 argued	 to	 be	 lacking	 in	 much	 health	 research	 where	 the	
researcher’s	 person,	 body	 and	mind,	 is	 treated	 as	 unproblematic.	 (Coffey2002;	
Denshire2013;Richards2008)		There	is	a	particular	irony	in	leaving	out	the	body	
of	 the	 author	 when	 one	 is	 focusing	 upon	 the	 stigmatised	 bodies	 of	 others.			
Ellingson	 says	 that	 “…the	 definition	 of	 researchers’	 bodies	 as	 absent	 and	
inconsequential	upholds	their	power	over	their	participants.”	(2006p300).	 	She	
adds	 that	 “(i)t	 is	 the	 privilege	 of	 the	 powerful	 to	 leave	 their	 bodies	







So	 I	 have	 chosen	 to	write	 about	my	own	bodily	 experience	because	 it	was	 the	
prompt	for	this	research,	but	also	because	it	is	a	way	in	which	“…to	acknowledge	
the	 inextricable	 link	 between	 the	 personal	 and	 the	 cultural…”	 (Wall2006p1).		
Since	early	puberty	I	have	been	preoccupied	to	varying	degrees	with	the	feeling	
of	being	fat.		I	am	not,	and	never	have	been	obese,	but	I	have	rarely	felt	anything	
other	 than	 fat.	 	 I	 know	 I	 am	 not	 fat,	 in	 fact	 I	 am	 on	 the	 slim	 side	 of	 what	 is	
medically	considered	a	healthy	weight,	yet	I	can	feel	fat.		Associated	with	this	has	
been	a	preoccupation	with	food	and	its	meaning	in	my	life	and	I	wondered	what	I	











celebrities	 are	mocked	 and	 chastised	 for	 the	 slightest	 sign	 of	 fleshiness.	 	 This	
change	has	coincided	with	rising	incomes	and	a	 lowering	in	the	relative	cost	of	
food,	so	that	where	plumpness	was	once	a	sign	of	wealth,	and	being	‘stout’	meant	
both	 fleshy	 and	 healthy,	 it	 is	 now	 achievable	 by	most	 people	 in	 industrialised	
countries.	 	Now	privilege	is	marked	by	adherence	to	the	current	standards	of	a	
‘healthy’	 weight	 as	 recommended	 in	 government	 guidelines	 and	 these	 are	
presented	 as	 the	 norm	 so	 that	 those	 who	 fail	 to	 adhere	 to	 them	 are	 seen	 as	
aberrant	and	deserving	of	criticism.		I	am	aware	of	the	contradictions	in	which	I	





The	 third	 answer	was	 even	 less	 comfortable	 to	 acknowledge	because	 it	meant	
admitting	to	some	kind	of	evangelical	zealotry	in	the	form	of	a	desire	to	‘cure’	or	
‘rescue’	 the	victims	of	overweight.	 	 It	was	a	 fantasy	 that	because	 I	had	 found	a	




Burrows2013),	 evidenced	 in	 the	 current	 popularity	 of	 television	 ‘make-over’	
programmes	–	but	visible	also	in	myth	and	fairy-tale	and	in	accounts	of	religious	





rates	of	weight-loss	 that	can	be	expected	 from	surgery	 -	although	 finding	 long-




Karmali	 et	 al	 note	 that	 “(p)revious	 studies	 have	 demonstrated	 that	 bariatric	
surgery	 candidates	 have	 unrealistic	 weight	 loss	 expectations...	 This	 was	 also	
confirmed	 in	 this	 study...when	 comparing	 large-scale	 results	 of	 excess	weight-
loss	following	bariatric	surgery	versus	the	patient	expectations	prior	to	surgery,	












prior	 to	surgery	 to	come	to	some	resolution	of	early	difficult	experiences.	 	 In	a	
situation	where	it	is	often	the	senior	surgical	staff	who	make	the	decisions	about	
who	needs	psychological	help,	perhaps	that	is	not	surprising.	
[ii]	 A	 relentlessly	 positive	 attitude	 which	 brooks	 of	 no	 failure,	 so	 that	
interviewees	 reported	 feeling	 they	were	 praised	 only	 for	weight-loss	 and	 that	
admitting	 to	 difficulties	 would	 not	 be	 heard.	 The	 psychologists	 and	 dieticians	
whom	 I	 interviewed	 reported	 this	 sort	 of	 approach	 among	 some	 of	 their	
colleagues	 and	 told	me	 that	 they	were	 aware	 of	 its	 counter-productive	 nature	
and	were	working	toward	changing	it.		





to	 achieve	 a	 ‘normal’	 weight,	 when	 the	 likelihood	 is	 that	 they	 will	 remain	
technically	 obese	 post-surgery	 because	most	 people	who	 receive	 NHS	 surgery	
start	with	very	high	weights.		But,	the	Fairy	Godmother	did	not	make	Cinderella	
into	an	ordinary	girl,	she	transformed	her	into	such	a	beauty	that	the	prince	fell	
instantly	 in	 love	 with	 her	 -	 so	 how	 can	 people	 cope	 with	 not	 only	 remaining	






I	 fell	 into	 the	 excitement	 of	 seeing	 a	 magical	 transformation	 in	 which	 people	




the	 interviewee,	Monica,	 (Chapter4:5)	made	 it	 clear	 that	 she	was	 struggling	 to	




being	 transformed	 and	 realised	 that,	 despite	 years	 spent	 in	 self-help	 and	
consciousness-raising	 groups	 and	 further	 years	 of	 analysis,	 I	 still	 had	 an	













of	 analysis	 has	 given	me	 another	 ‘ear’	with	which	 to	 hear	 the	 talk	 in	 a	 clinical	
session.	 	The	acknowledgement	of	 the	part	 the	 researcher	or	 clinician	plays	 in	
the	construction	of	the	interaction,	whether	it	be	a	research	or	clinical	interview,	







more	 widely,	 what	 can	 my	 clinical	 knowledge	 and	 experience	 offer	 to	 an	
understanding	 of	 	what	 it	 is	 like	 to	 live	with	WLS?	 	 But,	 in	 the	 context	 of	 this	
research,	 I	 do	 not	 consider	 it	 appropriate,	 or	 ethical,	 to	 pathologise	 the	




















‘obesity	 epidemic’	 discourses	 and	 to	 look	 at	 underpinning	 explanations	 of	 the	
causes	and	cures	for	obesity.		In	the	publications	specifically	related	to	WLS,	the	













The	 qualitative	 literature,	 particularly	 that	 written	 from	 a	 DA	 point	 of	 view,	
emphasized	the	‘profoundly	moral	context’	in	which	the	discussion	of	WLS	takes	
































there	 was	 hope	 of	 transformation,	 both	 bodily	 and	 behavioural,	 from	 a	 past	
identity	of	someone	positioned	as	helpless	to	effect	change,	to	a	new	person	who	
could	follow	the	post-WLS	guidelines	for	eating	which	are	like	the	diets	already	











I	 reflect	 on	 some	 of	 the	 discourses	 the	 participants	 had	 recourse	 to	 when	
describing	 their	 experiences	 of	 surgery,	 specifically	 those	 involving	 body	 size	
and	health,	and	the	use	of	WLS	as	a	‘solution’	to	problems	of	overweight.		There	
were	dreams	of	 transformation	 involving	 ‘rescue’	 from	an	 external	 source;	 the	
identity	 work	 necessary	 to	 account	 for	 the	 shift	 from	 being	 unable	 to	 control	
their	 weight	 in	 the	 past	 to	 the	 new,	 disciplined	 person	 they	 would	 become	
through	the	effects	of	the	surgery;	talk	about	food	and	healthy	eating	guidelines;	
and	‘othering’	disparagement	of	those	who	did	not	live	up	to	the	promise	offered	











when	 discussing	 weight.	 	 None	 of	 the	 interviewees	 did	 –	 they	 spoke	 of	
themselves	as	being	‘large’,	‘a	big	person’	or,	rarely,	as	‘fat’.		When	they	talked	of	
others	who	either	had	not	chosen	 to	have	WLS	or	who	had	 ‘failed’	 to	maintain	
their	 weight-loss,	 they	 often	 described	 them	 as	 ‘fat’.	 	 These	 usages	 have	 been	
debated	in	the	critical	health	literature	to	such	an	extent	that	I	decided	I	had	to	
make	my	own	choices	about	which	terms	to	use.	 	I	cannot	deny	the	debilitating	













1	 	Data	 are	 collected	by	 the	Health	Survey	 for	England	 (HSE)	natcen.ac.uk	and	













(i)	 To	 demonstrate	 the	 specific	 context	 and	 rationale	 for	my	 study	within	 the	


















I	 then	 proceeded,	 as	 detailed	 below,	 to	 employ	 both	 data-base	 searches	 and	













Obesity	 Surgery,	 Obesity	 Research,	 International	 Journal	 of	 Obesity,	 European	
Journal	of	Obesity,	Appetite	and	Fat	Studies.		
Search	terms	
First	 search	 –	 patient	 expectations	 +	 patient	 experience	 +	 bariatric	 surgery	
and/or	weight	loss	surgery	+	obesity	
Second	search	–	hunger	+	taste	+	satiety	+	obesity	






2017,	 that	 were	 related	 to	 obesity.	 	 I	 found	 so	 few	 papers	 that	 explored	 the	
subjective	experience	of	hunger	that	I	included	all	I	could	find.	
Studies	
Tables	 summarising	 the	 books	 and	 papers	 included	 in	 the	 review	 are	 in	
Appendix	4.	
Appraisal	




Mine	 was	 a	 systematic	 review,	 not	 a	 meta-synthesis	 –	 this	 latter	 is	 rooted	 in	





central	 in	 medicine,	 particularly	 given	 the	 role	 of	 commercial	 interests	 in	
medical	 research	 (Goldacre2013),	 I	 question	whether	 this	 is	 desirable	 or	 even	
possible	in	the	study	of	less	quantifiable	issues.	
	
Lynch	 suggests	 that	 “(t)he	 review	 should	 be	 ‘written	 from	 a	 particular	 stand-
point,	to	fulfil	certain	aims	or	express	certain	views	on	the	nature	of	the	research	
topic	and	how	it	is	to	be	investigated,	and	the	effective	evaluation	of	documents	








It	 is	 widely	 agreed	 that,	 in	 the	 short-term,	 i.e.	 less	 than	 two	 years,	 the	 many	
forms	of	WLS	are	the	most	effective	treatment	for	weight-loss	in	morbid	obesity,	




assess	 its	effectiveness.	 	Much	of	the	 literature	demonstrates	that	even	medical	
records	cannot	provide	good	coverage	of	a	straightforward	measure	like	weight.		








of	 excess	 weight	 lost.	 	 Some	 separate	 out	 the	 different	 forms	 of	WLS	 surgery	
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while	others	put	 them	all	 together.	 	Response	rates	are	not	always	shown,	and	
even	 where	 they	 are,	 calculations	 appear	 to	 be	 made	 on	 the	 assumption	 that	
those	 who	 are	 absent	 do	 not	 differ	 from	 those	 who	 continue	 in	 the	 research	
programme.		Some	studies	have	suggested	that	those	for	whom	the	surgery	does	
not	 work	 tend	 to	 drop	 out	 of	 continuing	 care	 and	 are	 less	 successful	 at	
maintaining	 weight-loss.	 (Beck,et	 al2012;Cranwell&Seymour-Smith2012;Kim,et	
al2014;Salant&Santry2006;Simpson2015).	 	 Also,	 relatively	 few	 studies	 made	
over	 periods	 of	more	 than	 two	 years	 were	 found	 -	 this	 cut-off	 is	 the	 point	 at	
which	 weight	 starts	 to	 be	 regained	 after	 surgery.	 	 The	 following	 are	 studies	
which	spanned	longer	periods:	
• O’Brien	et	al	(2013)	after	ten	years	a	54%	reduction	in	excess	weight;		







In	 their	 fifteen-year	 follow-up	of	patients	who	had	LAGB	surgery,	O’Brien	et	 al	
suggest	 that,	 “(b)ecause	 obesity	 is	 a	 chronic	 disease,	 any	 proposed	 obesity	
treatment	 should	 be	 expected	 to	 demonstrate	 long-term	 durability	 to	 be	
considered	effective.		Yet	for	bariatric	surgery,	few	long-term	weightloss	data	are	




In	 his	 Review	 of	 the	 key	 results	 from	 the	 Swedish	 Obese	 Subjects	 (SOS)	 trial,	
Sjöström	(2013)	demonstrates	 that	WLS	 is	 the	only	 treatment	which	produces	




the	 disease.	 	 Overall	 mortality	 is	 reduced	 but,	 “(i)n	 spite	 of	 these	 favourable	
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term	 (Sjöström2013;Dalloo2012;Garner&Wooley1991)	 which	 has	 meant	 that	
other	methods	of	restricting,	preferably	permanently,	a	person’s	ability	to	ingest	
large	quantities	of	food	are	sought.		Jaw-wiring	is	only	effective	while	it	is	in	situ,	
and	drug	 treatments	have	unpleasant	side-effects	which	make	 them	difficult	 to	
use	in	the	long-term.		Bypass	forms	of	bariatric	surgery	reduce	stomach	capacity	
and	 the	 production	 of	 hunger-stimulating	 hormones,	 and	 increase	 those	
hormones	 that	 produce	 sensations	 of	 satiety	 -	 although	 these	 effects	 tend	 to	
diminish	 over	 time	 and	 are	 not	 universal.	 	 There	 is	 also	 a	 search	 for	 drug	
treatments	 which	 will	 produce	 sensations	 of	 physiological	 satiety.	 (Scholtz,et	
al2014;Schultes,et	al2010;Scott&Batterham2011;Wren&Bloom2007)	Both	forms	






hunger	 and	 the	 relationship	 to	 food	 post-surgery.	 	 I	 chose	 to	 consider	what	 is	
meant	 by	 those	 people	 who	 are	 morbidly	 obese,	 when	 they	 talk	 of	 feeling	
‘hungry’	 and	 to	 explore	 how	 that	 relates	 to	 what	 both	 physiological	 and	
psychological	 researchers	 mean	 when	 they	 ask	 participants	 about	 it.		
(Mattes1990&2010;Pepino2014;Weingarten&Elston1990)	 	A	paper	by	Wood	&	
Ogden	 was	 the	 only	 one	 I	 found	 which	 asked	 the	 question,	 “How	 has	 your	
relationship	 with	 food	 changed	 following	 your	 surgery?“	 (2016p2449)	 	 Their	
aim	was	 to	 account	 for	 the	 range	 of	 weight	 change	 among	WLS	 patients	 who	
were	at	least	eight	years	post-surgery.		They	found	that	those	who	had	been	able	





Most	 of	 the	 psychological	 research	 that	 involves	 eating	 post-surgery	 is	 about	
assessing	the	incidence	of	what	are	defined	as	eating	disorders,	such	as	continual	
grazing,	 or	 vomiting	 to	 relieve	 the	discomfort	 of	 over-eating,	 either	 continuing	
despite	the	surgery,	or	happening	as	a	result	of	 it.	 	Of	the	quantitative	studies	I	
found,	 many	 did	 not	 give	 the	 percentage	 of	 non-responses	 to	 mailed	
questionnaires	(Delin,et	al,1997;Foster,et	al2001;Scholtz,et	al2014;Schultes,et	al	









argue	 that	 these	 are	 categories	 of	 subjective	 experience,	 but	 much	 research	
assumes	 that	 the	 lexicon	 of	 each	 equates	 to	 the	 experience	 in	 all	 persons,	 is	
context-independent,	 and	 therefore	 generalisable.	 	 Thus	 individual	 differences	
get	 ironed	 out	 in	 the	 process	 of	 aggregation.	 	 Mattes	 (1990&2010)	 questions	
what	 it	 is	 that	 is	 being	measured	when	 individual	 differences	 cannot	 be	 taken	
into	account.		He	found	that	it	is	not	possible	to	predict	actual	consumption	from	
reports	of	hunger,	taste,	or	satiety	because	the	reasons	people	eat	are	so	many-
factored,	 for	 example,	 habit,	 social	 custom,	 food	 availability,	 and	 emotional	
states.	 	 In	 his	 research,	 reported	 intensity	 of	 hunger	 was	 not	 an	 accurate	
predictor	 of	 subsequent	 consumption,	 which	 suggests	 that	 amount	 consumed	
depends	 upon	more	 than	 simple	 hunger.	 	 He	 says	 that	 a	 common	 operational	
definition	of	hunger	is	that	it	equals	the	motivation	to	eat,	but	in	studies	he	did	








subjective	 experiences	 of	 hunger	 and	 satiety	 is	 important	 to	 the	 accurate	
measurement	of	 the	 satiety	 that	 a	 food	provides.”	 (2009p174)	 	They	 reviewed	
the	 literature	on	assessing	hunger	and	satiety	and	found	that	most	researchers	
persist	 in	 using	 the	 simplest	 of	 measures	 which	 presume	 that	 all	 participants	
read	the	questions	as	meaning	the	same	thing.		They	comment	also	on	how	few	
studies	are	conducted	by	asking	participants	how	they	define	hunger	and	satiety.		
“Our	 study	was	undertaken	 to	help	better	understand,	 from	 the	perspective	of	
the	consumer,	the	complexity	of	hunger	and	satiety.”	(ibid.p175)		
	










WLS	 is	 recommended	 on	 the	 health	 grounds	 of	 cardiovascular	 risks,	 diabetes,	
some	cancers	and	sleep	apnoea,	but	Ryden	&	Torgerson	(2006),	Throsby	(2012)	
and	Coulman	et	al	(2016)	question	whether	these	are	of	greatest	significance	to	
patients.	 	 The	 latter	 found	 that	 the	 day-to-day	 problems	 of	 living	with	morbid	
obesity	were	of	more	relevance	than	the	less	obvious	problems	of	cardiovascular	
risk	or	Type	II	diabetes.		Not	being	able	to	wash	without	assistance,	severe	joint-
pain,	calf	pain	caused	by	movement,	or	 the	myriad	difficulties	of	 functioning	 in	
public	 spaces	were	of	 greater	 importance	 in	 the	 choice	of	 surgery	 for	patients,	
yet	in	medical	terms	may	be	considered	insufficient	grounds	for	surgery.	
	
In	 their	 study,	 Jumbe	&	Meyrick	 found	 in	addition	 that	 there	was	 “…a	contrast	
between	patient	and	health	practitioners’	perspectives	of	a	shared	service	and	a	




stems	 from	 combined	 biological,	 psychosocial	 and	 environmental	 factors…”	
(ibid.2447)	leads	to	a	view	that	the	surgery	is	the	endpoint,	whereas	for	patients	
it	is	the	beginning.		So	surgical	staff	held	the	view	that	communication	was	good	
“…if	weight	 loss	was	achieved,	 (and)	an	assumption	was	made	 that	 the	patient	









what	 professionals	 consider	 successful	 weight-loss	 and	 patients’	 ideas	 of	 a	
sufficient	 loss	was	reported.	 (Coulman2016;Coulman,et	al2017;Crawford&Cam-
pbell1999;Foster	 et	 al2001;Grave,et	 al2005;Karmali,et	 al2011;Kaly,et	 al	 2008;	









Throsby	 writes	 critically	 about	 the	 neo-liberal	 discourse	 of	 individual	
responsibility	 for	 health.	 	 In	 five	 papers	 she	 explored	 the	 discursive	 resources	
available	to	people	who	are,	or	have	been,	in	the	stigmatised	category	of	obese.		
(2007;2008;2009;2012a&b)		Using	Murray’s	(2005p154)	suggestion	that	it	is	the	





this	 context	 about	 the	 origins	 of	 fatness	 in	 order	 to	 negotiate	 and	 resist	 the	
discreditation	 of	 the	 fat	 self.“	 (2007p1562).	 	 Emphasising	 the	 theme	 of	 trans-
formation	from	the	pre-surgery	self,	she	explored	the	“…material	and	discursive	
work	…	required	to	support	the	identity	of	the	re-born	post-surgical	 ‘new	me’.”	
(2008p118).	 	This	new	 identity	 is	 “slippery”	and	“highly	contingent”	because	 it	











previously	 failed)	 of	 diet	 and	 exercise	 required	 post-surgery.	 	 The	 resources	




singular	 certainty	 that	 ‘fat	 kills’	 prevails	 with	 entrenched	 tenacity	 and	 where	
medical	practice	 is	being	 rationalised	 in	 relation	 to	 that	 singular	 conviction	…”	
(2012a,p13).	 	This	equation	of	obesity	with	 ill-health	which	 informs	WLS	 is	an	
over-simplification.	 	A	 further	simplification	 is	 idea	 that	 the	surgery	 itself	ends	
the	 problem,	 i.e.	morbid	 obesity,	whereas	 the	 operated-upon	 individual	 has	 to	









ised	 not	 simply	 as	 acquiescence	 to	 the	 anti-fat	 imperative,	 or	 its	 brutal	
implementation,	 but	 as	 a	 complex	 interaction	 of	 interests,	 desire	 and	 power	
relations	which	 is	 inseparable	 from	deeply	problematic	anti-obesity	 ideologies,	
but	which	is	not	confined	to	them.”	(2012b,p2).	 	She	does	not	expand	upon	the	







use	 of	 the	 programme,	 i.e.	 they	 had	 to	 demonstrate	 that	 they	 accepted	
responsibility	 for	 their	 own	health	 and	were	making	 changes	 in	 their	 life-style	
appropriate	for	dealing	with	what	would	be	their	post-surgery	state	in	order	to	
qualify	 for	WLS,	yet	they	were	being	educated	into	greater	 ‘empowerment’.	 	So	
becoming	 empowered	 meant	 an	 acceptance	 of	 “…medical	 discourses	 and	 a	
disciplinary	 system	 of	 thought,	 representing	 a	 normative	 rather	 than	 a	 radical	
and	 empowering	 process…”	 (Knutsen,et	 al	 2013p67).	 In	 this	 way	 individuals	
become	morally	 acceptable	 and	 form	 their	 identities	 by	 conforming	 to	 current	
standards	 of	 personal	 responsibility	 for	 health.	 	 “The	 challenge	 of	 ‘doing’	
empowerment	 is	 to	 make	 people	 choose	 to	 act	 in	 the	 intended	 ‘right’	 way	
themselves.”	(ibid.p75).	
	
Patients	 were	 traced	 through	 the	 programme	 and	 at	 first	 people	 described	
themselves	 as	 unable	 to	 control	 their	 consumption	 and	 feeling	 helpless	 in	 the	
face	 of	 an	 addictive	 relationship	 to	 food.	 	 “This	 justified	 their	 need	 for	 help.”	
(ibid.p70).		The	treatment	was	their	“ultimate	hope”	as	they	felt	unable	to	sustain	
the	necessary	 life-style	 changes	without	 it.	 	Diminution	or	absence	of	dumping	
symptoms	 concerned	 them	 as	 they	 feared	 that,	 without	 the	 enforced	 control,	
they	would	resume	out-of-control	eating	with	a	resulting	weight-gain.		The	moral	
obligation	 to	 maintain	 the	 weight-loss	 would	 then	 return	 and	 if	 they	 did	 not	








and	 attributes	 responsibility	 for	 their	 state	 to	 themselves	was	 not	 questioned,	
rather	 the	 internalisation	 of	 shame	was	 taken	 for	 granted.	 	 Neo-liberal	 health	
provision	 insists	 that	 it	 is	a	citizen’s	duty	to	actively	control	 their	 life-style	and	
not	to	do	so	is	treated	as	morally	reprehensible.		In	this	context	the	researchers	
studied	how	participants	negotiated	and	reconstructed	identities	throughout	the	











They	 argue	 that	 WLS	 “…interfer(es)	 in	 the	 delicate	 psychological	 balance	 in	
which	obesity	is	situated	(and)	provokes	post-operative	experiences	in	patients	
which	 they	 are	 unprepared	 to	 deal	 with…”	 (2010b,p424).	 	 Their	 participants	
reported	continuing	problems	with	hunger	-	which	they	appeared	to	have	great	
difficulty	 in	 describing.	 	 “When	 they	 attempt	 to	 talk	 about	 hunger	 and	 con-
sequently,	 obesity,	 they	 end	 up	 with	 an	 imprecise,	 marginal	 description,	 with	
elements	 that	 tend	 to	by-pass	 the	problem,	unable	 to	determine	which	are	 the	
subjective	 aspects	 that	 sustain	 the	 symptom.	 They	 get	 lost	 in	 interminable	







They	also	 looked	at	 the	social	and	psychological	 impact	of	 the	dramatic	weight	
loss	due	to	WLS,	(2011)	and	challenged	the	idea	that	its	success	or	failure	should	
be	judged	simply	by	the	amount	of	weight	lost	or	regained.	(2010a)		De	Carvalho	
et	 al	 emphasised	 the	 importance	 of	 studying	 the	 effects	 of	 weight-regain	 on	
people	who	have	had	WLS	which	would	be	 feelings	of	shame	and	defeat.	 	 “The	
patients	who	regain	weight	 feel	 that,	somehow,	they	have	betrayed	the	trust	of	
those	who	gave	 them	a	chance	 to	 lose	weight.	The	 feeling	of	defeat	and	 failure	





Most	 of	 the	 qualitative	 studies	 I	 accessed	 stressed	 the	 need	 for	 continuing	
support	post-surgery.		(de	Carvalho,et	al2014;Grave,et	al2005;Jackson,et	al2017;	
Jumbe&Meyrick2018;Magdaleno,et	 al2010a,2010b;2011;Ogden,et	 al2011,2015;	








research	 into	bariatric	surgery	 for	 the	purpose	of	weight-loss.	 (See	Appendix	4	
for	 summary	charts.)	 	My	 intention	was	 to	gain	an	overall	picture	of	how	WLS	




The	 quantitative	 studies	 demonstrated	 that	 it	 is	 the	most	 effective	method	 for	
sustained	weight-loss	and	reduction	 in	co-morbidities	and,	although	the	effects	
do	 lessen	 over	 time,	 it	 is	 still	more	 effective	 than	 the	 alternatives.	Most	 of	 the	
psychological	 research	 reported	 in	WLS	 journals	 is	 quantitative	 in	 nature	 and	
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can	 be	 criticised	 in	 its	 own	 terms	 in	 that	 there	 were	 varying	 levels	 of	
participation	often	with	a	response	rate	of	 less	 than	50%;	that	 the	participants	
were	 within	 the	 first	 two	 years	 of	 surgery	 and	 thus	 in	 the	 phase	 of	 greatest	
weight-loss;	and	that	the	measures	used	varied	and	were	often	not	comparable.	
	
Obesity	 was	 treated	 as	 though	 it	 is	 a	 simple	 problem,	 a	 “singular”	 (Throsby)	
obesity,	which	takes	little	account	of	the	complexity	of	its	origins,	and	is	reduced	
to	 a	 bio-medical	 issue	 (Goldacre2009)	 neglecting	 its	 social	 and	 psychological	
aspects.		WLS	is	justified	on	the	medical	grounds	of	reduction	in	co-morbidities,	










lost	 or	 regained.	 	 My	 searches	 also	 demonstrated	 the	 difficulties	 and	





















after	 the	 surgery.	 	 In	 this	 chapter	 I	will	 be	addressing	how	best	 to	 explore	 the	
gaps	 identified	 in	 the	 literature.	 	 I	state	 the	aims	of	my	study,	and	describe	the	
choice	 of	 DA	 as	my	 theoretical	 model;	 my	 position	 vis	 a	 vis	 combining	 it	 and	
Psychoanalysis;	 participants	 and	 the	 rationale	 behind	 how	 I	 sought	 them;	















the	 separation	 of	 the	 method	 section	 in	 a	 report,	 particularly	 when	 methods	
borrowed	 from	 the	 sciences	 are	 used,	 hides	 the	 very	 human	 processes	 of	
selection	and	interpretation	involved.		For	this	reason	I	have	been	explicit	about	






My	 search	was	 for	 a	method	 that	 fitted	my	 epistemological	 stance	 and	would	
answer	the	questions	I	was	asking.		It	also	needed	to	marry	my	training,	initially	
in	 sociology	 and	 subsequently	 in	psychoanalysis,	with	my	own	 concerns	 about	
body	size,	and	distaste	for	our	culture’s	vilification	of	fatness.		The	method	would	
have	 to	 be	 qualitative	 partly	 because	 I	 was	 seeking	 to	 explore	 experience	 but	
also	because	I	do	not	think	one	can	equate	what	is	said	in	answer	to	any	question	














3:2:3	 	 Conversation	 Analysis,	 developed	 by	 Sacks	 (1992),	 looks	 at	 the	 formal	
properties	of	talk	to	show	how	participants	manage	such	actions	as	turn-taking,	
agreeing,	or	 initiating	a	new	topic.	 	 It	 is	primarily	concerned	with	 the	 forms	of	
talk	 and	 what	 is	 achieved	 through	 it,	 but	 not	 the	 wider	 social	 and	 political	





cultural	 time,	 and	 the	 available	 options	 for	 talking	 about	 it	 are	 not	 equal.	 	 As	
Edley	argues,	“Some	constructions	or	formulations	will	be	more	‘available’	than	
others...	 	 This	 is	 because	 some	 ways	 of	 understanding	 the	 world	 become	
culturally	 dominant…”	 (2001p190).	 	 The	 dominant	 ways	 of	 constructing	 the	
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‘obesity	 crisis’	 have	 the	 status	 of	 facts	 and	 I	 wanted	 a	 method	 that	 sought	 to	
explore	how	they	had	become	normalized	and	whose	interests	they	might	serve.			
	
3:2:4	 	With	 regard	 to	my	 use	 of	 ‘critical’	 above,	 I	 have	 not	 employed	 the	 top-	
down	model	used	by	van	Dijk	although	I	do	agree	that	to	seek	an	understanding	
of	the	nature	of	social	power	and	dominance	is	necessary	in	order	to	“…begin	to	




maintain	 their	 post-surgery	 weight-loss,	 thus	 paradoxically	 perpetuating	 the	
abuse	 of	 power	 inherent	 in	 the	 discourse	 about	 obesity.	 	 I	 have	 taken	 an	
explicitly	 critical	 and	 politically	 engaged	 stance	 to	 my	 material,	 but	 that	 is	






















Discursive	 psychology	 postulates	 a	 psychosocial	 subject,	 the	 first	 premise	 of	
which	is	that	we	are	social	beings,	both	produced	by	our	culture	and	producing	
it.	 	The	 individual	and	the	social	are	 inextricably	 intertwined	although	they	are	
conventionally,	 in	 this	 culture	 and	 at	 this	 time,	 treated	 as	 distinct	 entities.	 	 I	
argue	 that,	 in	 the	 treatment	 for	 intractable	 obesity,	 keeping	 the	 individual	
separate	 serves	 a	 political	 purpose	 because	 it	 locates	 within	 the	 fat	 person	
responsibility	 for	 their	 condition	 which	 makes	 it	 possible	 to	 gloss	 over	 any	
structural	 circumstances	 which	 might	 be	 seen	 as	 contributing	 to	 their	 state.	
Lewontin	(1993)	makes	this	argument	in	relation	to	tuberculosis	because,	where	




even	 the	 bacterium	 Yersinia	 pestis	 which	 accounted	 for	 the	 virulence	 of	 the	
plague	which	swept	Europe	in	the	fourteenth	century,	but	the	fact	that	there	had	





that	 it	 is	 a	 general	 system	used	 in	 an	 infinite	number	of	unique	and	particular	
situations	 to	 convey	meanings	peculiar	 to	 that	user	 in	 that	moment.	 	Unlike	 in	
the	realist	traditions	where	language	is	treated	as	if	it	represents	‘the	world	out	
there’	 or	 is	 a	 precise	 description	 of	 someone’s	 internal	 state,	 in	 discursive	
thinking	talk	is	viewed	as	action,	it	is	purposive	and	achieves	something.		It	is	not	
a	 reflection	 of	 activity,	 it	 is	 “activity	 itself”	 (Wetherell	 2007p663;Wittgenstein	
1953proposition23p11).		One	cannot	assume	that	when	one	is	told	something	in	
an	interview	that	it	is	a	fixed,	unitary,	and	true	description	of	that	person’s	state	




different	possibilities.	 	 In	other	words,	one	cannot	 ‘know’	what	their	 intentions	
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Discourses	are	not	 theorised	as	a	simple	matter	of	 language	use,	much	more	 is	
involved.		“…(A)	discourse	is	a	term	for	regularities	in	how	something	is	spoken	
about,	 and	 the	 positions	 that	 a	 discourse	 constructs	 for	 different	 people	 are	
called	 ‘subject	positions’.”	 (Branney2008p575).	 	Edley	 suggests	 that	discourses	
“…encompass	a	whole	 range	of	different	 symbolic	 activities,	 including	 styles	of	
dress,	patterns	of	consumption,	ways	of	moving,	as	well	as	talking.”	(2001p191).		
This	is	particularly	relevant	when	looking	at	the	considerable	bodily	change	that	
is	 achieved	 through	 WLS.	 	 Discourses	 are	 seen	 as	 historically	 situated:	 they	











enter	 into	 argument	 with,	 and	 take	 up	 or	 attribute	 ‘positions’	 in	 relation	 to	
alternative	accounts	–	which	can	result	in	a	state	of	ideological	dilemma	in	that	
we	 tend	 to	 take	 varying	 positions	 vis	 a	 vis	 ourselves	 and	 others.	 	 This	 was	
evident	when	some	of	my	interviewees	said,	at	different	points	in	the	interview,	
both	 that	 they	did	 and	did	not	 overeat	before	 surgery;	 or	 that	people	who	are	
overweight	 should	 not	 be	 subjected	 to	 prejudice,	 yet	 used	 blaming	 discourses	
when	 talking	 about	 others	 who	 had	 been	 unable	 to	 make	 use	 of	WLS	 to	 lose	
weight.	 	 It	 is	 also	 evident	 in	my	own	battle	between	dislike	of	how	people	 are	















(i)	 post-structuralist	 or	 Foucauldian	 ideas,	 (Gillies,	 Hook,	 Parker,	 Walkerdine,	
and	Willig),	seeing	us	as	subjects	of	such	dominant	discourses	as	those	of	the	law	
and	medicine;		
(ii)	 an	 interactionist	 perspective	 rooted	 in	 conversation	 analysis	 (Sacks)	 and	
ethnomethodology	(Garfinkel);	and		
(iii)	 and	 those	 of	 a	 more	 constructionist	 model	 (Billig;Taylor&Littleton;	
Wetherell)	 who	 see	 us	 as	 both	 created	 by,	 and	 the	 creators	 of,	 discourses,	







of	 the	 psychoanalytic	 subject.  Their	 “…theorization	 of	 subjectivity,	 follows	
psychosocial	 principles.	 This	 involves	 positing	 a	 subject	 –	 including	 a	 research	
subject	–	‘whose	inner	world	is	not	simply	a	reflection	of	the	outer	world,	nor	a	
cognitively	 driven	 rational	 accommodation	 to	 it	 (and	 who)	 cannot	 be	 known	
except	through	another	subject;	in	this	case	the	researcher’	(Hollway&Jefferson,	
2000p4).”	 (2005p150)	 	 (ii)	While	 Parker	 (1992),	 using	 Lacanian	 theory	 as	 his	




language	 to	 understand	 our	 world	 and	 ourselves,	 which	 means	 that	 self-
knowledge	is	always	socially	mediated	and	full	self-consciousness	is	impossible.“	
(Branney2008p584).	 	 (iii)	 A	 third	 approach	 is	 that	 of	 Billig’s	 (1999)	 Psycho-
analytic	 Discursive	 Psychology	 (PDP),	 which	 suggests	 a	 ‘bottom	 up’	 model	 of	
analysis,	limiting	our	understanding	of	subjectivity	to	what	can	be	read	from	the	
available	 text	 and	 talk.	 	 Frosh	 (2002)	 describes	 this	 as	 a	 ‘flattening	 out’	 of	





titles,	 for	 example,	 I	 have	 used	 aspects	 of	 Gee’s	 (1999;2011)	 method	 to	
transcribe	and	analyse	my	data,	as	did	Emerson	and	Frosh	(2009)	whose	work	
has	 also	 informed	my	approach,	 but	Gee	describes	what	he	does	 as	 ‘Discourse	
Analysis’	and	Emerson	and	Frosh	call	their	approach	‘Critical	Narrative	Analysis’.		
I	have	also	been	influenced	by	Taylor	(2007;2015)	and	Taylor	&	Littleton	(2006)	
who	 advocate	 ‘Narrative	 Discursive	 Analysis’	 basing	 their	 work	 in	Wetherell’s	
(1998;2003;2007)	 call	 for	 a	 ‘Synthetic’	 approach	 where	 “…critical	 discursive	





Taylor	 &	 Littleton	 state,	 “Our	 argument	 is	 that	 an	 expanded,	 discursive	 and	
narrative	 focus	 is	 needed	 to	 explore	 the	 possibilities	 and	 constraints	 which	
speakers	bring	 to	 an	 encounter	 from	 their	 previous	 identity	work,	 or,	 in	 other	








an	 account	 created	 by	 the	 available	 discourses,	 previous	 tellings	 constrain	 the	
teller	 as	 well	 -	 potentially	 ‘troubling’	 their	 account.	 	 This	 seemed	 particularly	




wanted	 to	 find	 out	 how	 they	 would	 position	 themselves	 in	 relation	 to	 anti-
obesity	 discourses	 and	 to	 question	 whether	 there	 would	 be	 a	 problem	 in	






Branney’s	 choice	 of	 the	 approach	 to	 subjectivity	 as	 a	 means	 of	 distinguishing	
between	models	 is	 also	 relevant	when	 considering	 how	 to	 examine	 individual	
stories.		Wetherell	(2012)	explores	the	notion	of	“affective	practice”	in	relation	to	
ideas	of	subjectivity.	 	She	says	“…I	am…	interested	in	the	individual	person	as	a	
very	 particular	 and	 specific	 site	 of	 transformation	 and	 pattern-making,	 and	 in	
understanding	the	personal	affective	history	of	this	individual.“	(Chap6,p3).		She	
argues	 that	 there	 is	 no	 easy	 dividing	 line	 between	 social	 and	 psychological	
processes,	 “(i)nstead,	my	hope	would	be	 to	explore	 the	 formation	of	pattern	 in	
people’s	affective	lives	through	practices	that	cannot	be	deciphered	into	separate	
‘psycho’	and	‘social’	lines.”	(Chap6,p17).		This	approach	to	the	individual	fits	with	




Although	 I	 am	not	using	psychoanalysis	 as	 a	methodology,	my	 clinical	 training	
and	 experience	 inevitably	 inform	 my	 approach,	 and	 it	 is	 here	 that	 Billig’s	
(1997;2006a)	emphasis	on	absences	 in	 text	and	 talk	 seems	most	pertinent.	 	 In	
psychoanalytic	clinical	work	one	is	as	interested	in	what	people	do	not	say	as	in	








“…that	 people	 have	 inner	 experiences	 or	 thoughts.	 It	 is	 just	 that	 these	 are	
methodologically	always	just	out	of	reach.	“	(2006ap18).		This	is	rooted	in	Witt-








actor	 is	 privileged	 in	 producing	 more	 convincing	 self-descriptions	 than	 any	
outside	observer	can.”	(Billig1997p144)			So,	because	psychoanalytic	ideas	have	
passed	 into	 common	 sense,	 he	 argues	 that	 it	 is	 legitimate	 within	 speech	 act	




Thus,	 in	 Billig’s	 terms,	 DA	 can	 note	 the	 existence	 of	 an	 absence,	 but	 cannot	
explore	 any	 reasons	 for	 it	 other	 than	 those	 represented	by	 culturally	 available	
discourses,	but	 that	 still	does	not	answer	why	any	one	person	would	 choose	a	
particular	form	of	avoidance	over	another.		Billig	suggests	Psychoanalysis	should	
be	so	modified	that	the	unconscious	is	seen	as	dialogically	constructed	and	not	as	










work,	but	 cannot	 explore	any	 reasons	 for	why	any	one	 individual	would	make	





I	 did	 not	 recruit	 participants	 through	 hospital	 services	 because	 I	 wanted	 to	
approach	people	from	a	non-medical,	non-official	position,	not	as	 ‘patients’	 	but	
as	 individuals	 situated	 in	 their	own	 lives,	not	 in	 the	clinic.	 	As	 far	as	possible	 I	
wanted	 to	 avoid	 the	 situation	 Georgaca	 describes	 where,	 “…individuals	 have	
already	 been	 positioned	 within	 the	 medical	 discourse	 as	 patients,	 through	
previous	encounters	with	the	mental	health	system,	with	the	implications	of	lack	
of	agency,	 insight	and	meaning	that	this	positioning	carries…”	(2014p56).	 	This	
positioning	of	 the	 individual	seeking	help	as	passive,	waiting	 to	be	 ‘done	to’	by	











at	 the	 meetings,	 briefly	 outlining	 what	 I	 was	 doing	 and	 why,	 handed	 out	 my	
participant	 information	 sheets	 (Appendix	 5)	 asking	 if	 anyone	would	meet	me.		
More	 than	 twenty	people	offered	 to	 talk	 to	me,	 but	 over	 the	period	 in	which	 I	
travelled	 the	 area	 doing	 the	 interviews,	 two	 had	 to	 withdraw	 because	 of	
complications	arising	 from	 their	 surgery,	 two	did	not	 respond	 to	my	 follow	up	
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briefly	 at	 the	 support	 groups	 and	 the	 rest	 I	 met	 just	 once.	 	 Four	 were	 group	
leaders,	who	had	had	their	surgery	at	least	two	years	previously,	which	was	also	
true	 of	 two	 of	 the	 others.	 	 Twelve	 others	 were	 within	 one	 year	 of	 surgery,	 a	
further	 one	was	 about	 to	 have	 hers,	 and	 another	was	 in	 the	 early	 stages	 of	 a	
weight	management	service’s	process.		I	stopped	at	that	point	because	I	felt	I	had	
enough	material	and	also	that	I	was	hearing	the	same	story.		As	Edley	wrote:	“As	




All	 interviews	 lasted	 for	a	minimum	of	an	hour	and	 three	extended	 to	an	hour	
and	a	half.		The	number	of	words	varied	from	just	over	7,284	with	Kevin,	a	group	




WLS	 itself;	 post-surgery	 diet;	 side-effects;	 weight-loss;	 weight-regain;	 medical	




















sense	 to	 see	 an	 individual	 as	 having	 something	 meaningful	 to	 say	 about	
themselves,	and	who	is	not	dependant	upon	a	representative	to	speak	for	them,	
which	 would	 be	 the	 case	 in	 a	 more	 collective	 social	 arrangement.	 	 “	 …(T)he	
interview	may	be	seen	as	one	of	the	20th	century's	most	distinctive	technologies	
of	the	self.		In	particular,	it	gives	an	‘objective’,	‘scientific’	cast	to	the	notion	of	the	
individual	 self,	 terms	 of	 reference	 that	 resolutely	 echo	 modern	 times.”	
(2001:2011p8)		It	also	depends	upon	the	notion	that	making	the	private	public	
by	talking	to	a	complete	stranger	is	a	culturally	acceptable	thing	to	do.		“It	would	
therefore	 be	 a	 mistake	 to	 treat	 the	 interview	 or	 any	 information-gathering	
technique	as	 simply	a	 research	procedure.	 	The	 interview	 is	part	and	parcel	of	
our	society	and	culture.”	(ibid.p12)		Taylor	&	Littleton	suggest	that,	“…interviews	
are	 culturally	 rooted	 communication	 situations	 in	 which	 meanings	 are	
reinforced,	 challenged	 and	 negotiated	 between	 interlocutors…”	 (2006p28)		
Members	know	the	rules	of	the	form,	meaning	that	talk	within	this	context	can	
be	 seen	 as	 ‘naturally	 occurring’.	 	 This	 is	 not	 to	 suggest	 that	 the	 interviewee	 is	
there	 “…to	 be	 to	 be	mined	 for	 information	 they	 hold	 by	 a	 neutral	 interviewer	
who	 doesn’t	 contaminate	 the	 products	 by	 any	 intrusion	 of	 their	 selves…”	
(Gubrium&Holstein2001:2011p12),	rather	it	is	a	site	for	the	joint	production	of	
each	participant	and	of	 the	 topic/s	of	 their	 talk.	 	Gubrium	&	Holstein	 conclude	
that,	 “Although	 varied	 institutional	 auspices	 provide	 particular	 resources	 for	
asking	 and	 answering	 questions,	 prescribe	 the	 roles	 played	 by	 interview	
participants,	and	privilege	certain	accounts,	interview	participants	do	not	behave	






Relevant	 to	 my	 research,	 Taylor	 (2001)	 suggests	 that	 people	 who	 are	 at	 a	
significant	point	in	their	lives	may	volunteer	to	be	interviewed	because	the	topic	
being	explored	is	pertinent	to	them	at	that	moment.		My	choice	of	WLS	support	
groups	 as	 a	 place	 to	 recruit	 interviewees	 took	 advantage	 of	 this	 readiness,	
although	 I	 cannot	 claim	 to	 have	 anticipated	 it.	 This	 “…suggests	 a	 new	 inter-
pretation	 of	 a	 research	 interview,	 as	 a	 congenial	 performance	 context	 for	 first	
person	 narration	 which	 speakers	 find	 pleasurable	 (Redman2005;Taylor2005).		
Specific	to	the	narrative-discursive	method,	the	new	telling	which	would	occur	in	







the	 voices	 of	 those	who	 had	 experienced	WLS,	 and	 to	 be	 in	 their	 presence	 in	
order	to	get	a	sense	of	the	embodiment	of	it,	therefore	meeting	face	to	face	was	
essential.	 	 This	 desire	 to	 hear	 peoples’	 own	 accounts	 was	 not	 prompted	 by	 a	
belief	that	somehow	this	would	produce	a	privileged	answer	closer	to	the	‘truth’	
in	a	realist	 sense.	 	 It	does	rely	 for	 its	meaning	on	what	Silverman	(1987;1993)	






suspected	 also	 that	 there	 would	 be	 some	 people	 for	 whom	 expressing	 their	
thoughts	and	 feelings	 in	writing	would	not	be	a	natural	way	of	communicating	
and	that	by	using	email	I	would	lose	them.		For	practical	purposes,	to	reduce	the	
amount	 of	 travelling	 involved	 in	 the	 interviewing,	 I	 also	 thought	 of	 using	 the	
telephone	 but	 rejected	 it	 on	 similar	 grounds.	 	 I	 wanted	 the	 full	 range	 of	
communication	 and	 response.	 	 Importantly,	 if	 I	 had	 not	 seen	 the	 dramatic	
changes	 in	 body	 size	 and	 shape	 that	 occurred	 in	 the	 months	 between	 first	
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meeting	 people	 and	 the	 subsequent	 interviews,	 I	 would	 have	 missed	 the	
enormity	of	the	impact	of	the	surgery.			
	
As	 I	 have	 already	 mentioned,	 I	 was	 aware	 that	 my	 relative	 slimness	 would	




process.	 	 I	 tried	 to	make	 the	 interview	as	much	a	 conversation	as	possible	–	 it	

















the	WLS	 literature,	 the	 patient’s	 accounts	 of	 their	 experience	 of	 surgery	were	
scarce.		I	consider	that	the	absence	of	the	patient’s	voice	may	signify	a	repression	




the	way	you	used	to	be	able	 to	do?’	 	 I	asked	this	question	because,	even	 in	 the	
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lot	 of	 time,	 money,	 attention,	 and	 effort,	 to	 the	 extent	 that,	 if	 it	 all	 suddenly	


















• Made	 field	 notes	 immediately	 after	 participating	 in	 support	 group	
meetings	and	interviews.	
• Listened	to	the	recording,	making	notes	of	my	reactions	to	it.	





• My	first	 transcriptions	were	 in	 ‘play	script’,	 ie.	as	dialogue,	with	a	much	
simplified	 version	 of	 Jefferson’s	 (1984)	 notation	 –	 hesitations,	 stutters,	
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pauses,	 laughter,	 intakes	 and	 exhalations	 of	 breath,	 talking	 over,	 and	
emphases	 were	 all	 illustrated.	 	 When	 I	 did	 not	 know	 how	 to	 notate	
something,	 I	 gave	 a	 verbal	 description	of	 it.	 	 (I	would	 like	 to	 have	been	
able	 to	 illustrate	 changes	 in	 volume	and	 tone,	 but	neither	my	 recording	
equipment	nor	my	hearing	were	of	a	standard	to	enable	me	to	do	so.)	
	 	 (.)		 indicates	a	pause	of	less	than	a	second	
	 	 (2)		 pause	measured	in	seconds	
	 	 .hhh	 in-breath	–	more	h’s	indicate	a	longer	in-breath	
	 	 hhh.	 out-breath	-	more	h’s	indicate	a	longer	out-breath	
	 	 (J:	mm)	comments	in	brackets	are	continuers	in	the	flow	of	the		
	 	 interviewees’	talk		
	 	 {	 talking	over	
• Listened	again	and	again	to	correct	any	errors	in	transcription.	
• Listened	while	reading	 the	 text	and	not	correcting	but	aiming	to	get	 the	
sense	and	flavour	of	the	whole	interview.	
• Throughout	 all	 the	 above	 processes	 I	 was	 keeping	 a	 diary	 and	making	
notes	of	common	themes	across	the	interviews	and	exceptions	as	well.		I	




of	 thematic	 analysis,	 a	 process	 of	 selection	 and	 coding	 in	 order	 to	 find	
themes	across	the	data	but	found	this	unsatisfactory.		
• I	 then	 used	 a	 version	 of	 Gee’s	 (1999;2011)	 transcription	 method	 of	
putting	the	text	into	lines	and	stanzas.	He	describes	speech	as	coming	in	
“spurts”	 (Gee1999p148)	 and	his	method	of	 transcription	 takes	 this	 into	
account	 by	 dividing	 talk	 into	 “lines”	 which	 usually	 have	 “…one	 salient	
piece	 of	 new	 information.”	 (ibid.p154)	 and	 “stanzas”	 (ibid.p157),	 ie.	 a	
cluster	of	lines	which	have	a	unitary	perspective.		
• Collecting	the	text	 into	 lines	and	stanzas	produced	sections	relating	to	a	


















Gee’s	prescription	 is	 for	moving	 from	a	close	 linguistic	analysis	 through	 to	one	
taking	account	of	wider	discourses,	 in	other	words	it	 is	 in	 line	with	Wetherell’s	
‘Synthetic’	approach.	He	gives	twenty-seven	“tools”	or	questions	to	ask	of	one’s	
data,	 from	deixis	 through	 a	 series	 of	 further	 tools	which	 travel	 outwards	 from	
the	fine	detail	to	his	final	tool	which	he	defines	as	asking	what	identity	a	speaker	










the	 DA	 workshop	 discussions,	 I	 began	 to	 recognise	 recurring	 features	 or	
common	elements,	among	the	most	notable	being	the	lack	of	any	talk,	with	one	
exception,	 about	 the	 loss	 of	 food	 as	 part	 of	 the	 respondents’	 emotional	 lives;	
there	 was	 a	 great	 deal	 of	 talk	 suggesting	 a	 lack	 of	 agency;	 excitement	 at	 the	
physical	 transformation;	 and	 evidence	 of	 a	 fattist	 discourse.	 	 This	 form	 of	
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3:6:3	 	 In	 addition	 to	 seeking	 patterns	 and	 exceptions	 across	 the	 data,	 I	 also	
looked	 more	 deeply	 at	 the	 work	 being	 done	 in	 each	 individual	 interview.	 	 I	
selected	 three	 interviews	 as	 representing	 patterns	 which	 occurred	 across	 the	
others,	and	one	which	was	very	different	and	gave	evidence	of	 	 ‘trouble’	 in	 the	
experience	of	 this	new	identity	as	no	 longer	a	very	fat	person.	 	This	contrasted	
strongly	with	other	speakers’	delight	 in	 their	new-found	smaller	selves.	 	 It	was	







this	 thesis.	 	Georgaca	offers	 a	beautifully	 simple	definition	of	 it	 as	being	 “…the	
ability	to	take	oneself	as	an	object	of	thought	and	speech…	“(2001p227).		In	the	
following	 I	 look	at	 some	approaches	 to	 reflexivity	 and	 then	distinguish	 it	 from	
the	concept	of	counter-transference.	
	
3:7:1	 	Wilkinson	 (1988)	 distinguished	 three	 aspects	 of	 reflexivity	 which	 she	
described	 as	 personal,	 functional	 and	 disciplinary.	 	 The	 first	 two	 place	 the	
emphasis	 upon	 slightly	 different	 areas	 in	 that	 the	 first,	 the	 researcher’s	 own	












et	al	 suggest	 that,	 “(r)eflexivity	 in	qualitative	research	 is	 increasingly	seen	as	a	
resource	for	understanding	data	that	are	embodied,	unspoken	or	unavailable	to	
consciousness.”	 (ibid.p433).	 	 Hollway	 expands	 this	 to	 say	 that	 it	 “…involves	
researchers’	 considering	 and	 taking	 into	 account	 how	 their	 positioning	 affects	
their	 understanding	 of	 participants’	 meanings.	 	 Psychoanalytic	 epistemology	
goes	 further	 to	 state	 that	 the	unconscious	movement	 of	 ideas	 (from	patient	 to	
analyst	 and	 from	 analyst	 to	 patient)	 transforms	 the	 meanings	 that	 are	
communicated;	the	meanings	are	in	excess	of	the	current	situation	because	they	
unconsciously	 draw	 on	 archaic	 relational	 patterns	 internalised	 by	 each	 of	 the	
participants.”	(2010p142).		I	am	uncomfortable	with	this	adoption	of	constructs	
arising	 out	 of	 clinical	 work,	 to	 then	 be	 used	 as	 evidence	 of	 an	 interviewee’s	
unconscious	 psychic	 state.	 	 It	 leaves	 out	 the	 necessary	 testing	 by	 way	 of	 an	
interpretation	which	is	possible	when	working	therapeutically.		This	shift	from	a	
sensitivity	to	what	the	researcher	brings	to	a	situation,	to	the	presumption	that	
the	 information	produced	by	 that	sensitivity	 is	a	description	of	 the	state	of	 the	
other,	goes	beyond	what	is	available	within	a	discourse	analysis.	
	







(ii)	 Intersubjective	 reflection	 -	 exploring	 “…mutual	 meanings	 emerging	 within	
the	 research	 relationship”	 (ibid.p215)	which	 are	 both	 situated	 and	 negotiated.		
Finlay	expresses	concerns	about	the	use	the	concept	of	transference	to	interpret	
the	 unconscious	 aspects	 of	 the	 research	 relationship:	 “Isn’t	 it	 problematic	 to	
simply	 import	 therapeutic	 techniques	 into	 the	 research	 encounter	 without	
question?	 	 And	 who	 am	 I,	 simply	 by	 dint	 of	 my	 training,	 to	 be	 so	 sure	 when	
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interpreting	 another’s	 world?	 I	 am	 uncomfortable	 about	 the	 power	 I	 assume	
when	explaining	others’	motives.”	(ibid.p218)	
(iii)	Mutual	collaboration	-	a	situation	in	which	the	researched	act	as	participants	
in	 the	 evaluation	 and	 analysis,	 but	 Finlay	 cautions	 that	 this	 can	 disguise	 the	
essentially	 unequal	 relationship	 between	 participants	 and	 author.	 	 It	 also	
suggests	 there	 is	 a	 reality	 to	which	only	members	have	access	 that	would	give	
the	findings	the	status	of	a	truth.	
(iv)	 As	 social	 critique	 -	 demonstrates	 the	 oppressive	 nature	 of	 some	 research.		
But,	while	the	proponents	of	social	critique	aim	to	diminish	the	authority	of	the	
author/researcher,	 they	 must	 avoid	 making	 claims	 to	 a	 greater	 authority	
because	it	is	argued	to	be	more	valid.	




complete	 relativism	where	 she	 can	 lay	 no	 claim	 to	 the	 value	 of	 what	 she	 has	
done.	 	 In	 reference	 to	Potter	and	Wetherell	 (1995),	Finlay	says,	 “Paradoxically,	






in	 thinking	systematically	about	how	the	participants	and	 I	 interacted,	how	we	
constructed	the	situation,	and	in	trying	to	understand	what	each	of	us	achieved	
in	 the	process.	 	 It	 is	present	 in	my	critical	awareness	of	 the	social	and	political	
framework	 within	 which	 WLS	 takes	 place,	 and	 in	 my	 questioning	 of	 the	
theoretical	and	methodological	stance	I	have	taken.			
	







the	 sum	 of	 their	 subjective	 responses	 to	 the	 other,	 particularly	 the	 emotional	
responses,	 but	 evident	 also	 in	 apparently	 incidental	 occurrences	 like	 lapses	 of	
concentration	or	daydreams	while	in	a	session.		These	are	understood	and	used	
as	 information	about	the	state	of	the	other.	 	At	times	they	are	seen	as	a	benign	
form	 of	 communication	 from	 the	 analysand,	 and	 at	 others	 as	 the	 result	 of	 a	






fully	 resolved	 since	 truth	 is	 endlessly	 in	 the	 process	 of	 construction	 and	 can	
never	 be	 finally	 reached.	 	 As	 Taylor	 puts	 it,	 “…truth	 claims	 cannot	 be	 checked	
because	 accounts	 of	 the	 world	 are	 not	 simply	 reflections	 or	 records	 of	 what	
already	 exists.	 	 They	 themselves	 constitute	 and	 change	 what	 they	 purport	 to	
describe…”	 (2001p12).	 	 Reflexivity	 requires	 the	 application	 of	 the	 same	 con-





This	 is	 in	marked	contrast	 to	the	positivist	position	borrowed	from	the	natural	
sciences	 where	 the	 ‘world	 out	 there’	 is	 seen	 as	 directly	 knowable	 through	
language,	and	the	criteria	of	reliability,	objectivity,	replicability,	generalizability,	
and	 falsifiability	 (Popper1963)	 are	 unquestioned.	 	 The	 position	 of	 DA	 is	 a	










research.	 	 Wetherell	 (2001)	 argues	 that	 validity	 in	 DA	 is	 a	 complex	 concept	
which	 includes	 ideas	 of	 coherence,	 the	 generation	 of	 novel	 ideas	 and	 findings,	
plausibility,	 and	 grounding	 in	 previous	 research.	 	 These	 criteria	 are	 not	
unproblematic	–	coherence	for	example	is	not	inherent	in	a	text,	 it	exists	in	the	
eyes	 of	 the	 reader	 and	 is	 therefore	 open	 to	 different	 interpretations.	 	 The	
requirement	 for	coherence	seems	to	devalue	 the	recognition	that	contradiction	
and	ambivalence	are	common	features	of	discourse.		Plausibility	appeals	to	ideas	




knowledge	 and	 “the	 inevitability	 of	 interpretation,	 underwrite	 increased	
attention	 to	 subjectivity	and	 the	validity	of	 subjective	knowledge…”	 (2009p38)		
Referencing	 Mishler	 (1990),	 they	 talk	 of	 ‘trustworthiness’	 rather	 than	 ‘truth’	
displacing	traditional	conceptions	of	validation.		They	argue	that	there	are	three	
critical	aspects	 for	 the	validation	of	discourse/narrative	studies.	 	The	 first	 is	 to	
make	 the	 texts/transcripts	 available	 so	 that	 readers	 can	 assess	 the	 methods,	
judge	 how	 representative	 the	 texts	might	 be	 in	 terms	 of	whether	 they	 can	 be	
generalised	 from,	 and	 	 “…provide	a	basis	 for	 the	absent	narrators/participants	
themselves	 to	 retain	 some	 control	 over	 their	 own	 words…”(ibid.p159).		
Secondly,	analytic	categories	must	be	made	clear	with	reference	to	the	text;	and	
finally,	 theoretical	 interpretations	must	 focus	 on	 structures	 -	 thus	 talk	 can	 be	
“…linked	 to	 the	 power	 of	 dominant	 social	 discourses	 that	 can	 be	 seen	 both	 to	
provide	 discursive	 resources	 for	 their	 own	 reproduction	 and	 to	 restrain	 or	
prevent	 alternative	 articulations	 and	 associated	 subject	 positionings.”	 (ibid	
p159).	
	
3:8:4	 	 Taylor	 (2001)	 emphasises	 that	 in	 DA	 we	 are	 talking	 about	 a	 different	








Taylor	 warns	 that	 the	 work	 should	 be	 “…coherent,	 depending	 for	 its	
persuasiveness	 on	 argument	 rather	 than	 say,	 emotional	 impact.”	 (2001p320).		
The	 researcher	 can	 feel	 that	 “…the	 material	 which	 is	 collected	 may	 seem	 so	
powerful	that	it	can	be	left	alone	to	speak	for	itself.”	(ibid.p320),	but	this	would	
only	be	a	description.		This	is	echoed	by	Antaki,	et	al	(2003)	in	their	criticisms	of	
much	 work	 presented	 as	 DA	 –	 the	 point	 being	 that	 it	 is	 not	 analysis.	 	 It	 is	
necessary	 to	 do	 an	 analysis	 of	 the	 material,	 rigorously	 and	 systematically.	 	 I	
wanted	to	hear	the	voices	of	my	interviewees,	not	distort	them	by	summary,	or	




does	not	 demonstrate	 anything	 in	 and	of	 itself,	 other	 than	 frequency.	 	 It	 has	 a	
value	within	a	positivist	model	as	a	truth	claim,	but	 in	constructionist	thinking,	
the	exceptions	can	be	more	revealing	than	the	regularities.	 	She	criticises	other	
truth	 claims	 such	 as	 that	 of	 ‘insider	 status’	 giving	 the	 researcher	 the	 status	 of		
‘one	 who	 really	 knows’;	 or	 the	 claim	 that	 by	 producing	 a	 highly	 detailed	
transcription	one	is	demonstrating	‘what	really	happened’;	or	‘member	checking’	
of	 the	 transcription	 or	 analysis.	 	 She	 ends	 her	 wide-ranging	 discussion	 of	 the	




its	 power	 relationships.	 	 This	 is	 a	 surprisingly	 conservative	 position	 which	
requires	 that	 discourse	 analysts	 remain	 true	 to	 their	 theoretical	 framework,	










should	 be	 answered,	 and	 any	 conflicts	 accounted	 for,	 and	 it	 should	 be	 trans-
parent	 so	 that	 readers	 can	 conduct	 an	 “immanent	 critique”	 (ibid.p174)	 while	








proceed,	 and	 to	 stimulate	 further	work;	 (iii)	 to	 offer	 an	 analysis	which	makes	





In	 the	 following	 I	 outline	 the	 practical	 steps	 I	 took	 to	 keep	 the	 process	 of	my	
interviews,	 storage	 of	 data,	 and	 analysis	 in	 line	 with	 social	 science	 research	





3:9:1	 	 Permission	 was	 obtained	 from	 the	 Research	 Ethics	 Committee	 of	 the	
Psychology	 Department	 of	 the	 University	 (Appendix	 7).	 	 On	 first	 meeting	 the	
prospective	interviewees	I	gave	them	copies	of	my	Participant	Information	Sheet	
and	 Consent	 Form	 (Appendices	 5&8).	 	 When	 we	 met	 subsequently	 –	 often	
months	 later	 –	 I	 took	 copies	 of	 both	 and	 asked	 if	 there	 were	 any	 questions.		
Usually	there	were	not,	so	I	repeated	the	assurances	of	anonymity	and	reminded	
them	that	they	could	contact	me	or	my	supervisor	in	the	event	of	any	concerns.	
The	 recorder	 and	 my	 computer	 are	 password	 protected.	 	 When	 making	 the	
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transcripts,	 I	 removed	details	which	 identified	the	speaker.	 	The	recorder,	 field	











not	 always	be	 attributed	 to	 their	 size.	 	 In	 the	 interviews,	 I	 heard	of	 the	 illness	




research	being	done	with	 “sensitive”	groups,	 and	 this	was	certainly	 true	of	 the	
people	 I	met	 –	 not	 just	 in	 the	 sense	 of	 being	 a	 stigmatised	 group	 in	 the	wider	
culture,	 but	 also	 in	 their	 own	 life	 experiences,	 personal	 and	 structural.	 	 This	
made	 it	 seem	 doubly	 important	 to	 treat	 them	 and	 their	 data	 with	 respect	 –	
without	falling	into	sycophancy.	
	
3:9:3	 	My	second	 concern	 is	 about	 the	way	 in	which	 the	 analytic	dissection	of	
someone’s	 talk	can	give	 the	appearance	of	a	 ‘superior’	academic	describing	 the	
activities	 of	 some	 lesser	 being,	 a	 ‘cultural	 dupe’.	 	 I	 felt	 great	 sympathy	 with	
Wetherell’s	 (2005)	criticism	of	Hollway	&	 Jefferson’s	 (2005)	 treatment	of	 their	
interviewee,	and	her	expressed	hope	that	he	would	not	ever	read	their	analysis.		
From	my	diary:	“If	I	write	about	how	Nichola	(Chapter4:2)	for	example	‘worked	
up’	 her	narrative	 of	 pain	 and	 courage	 in	 the	 face	 of	 adversity	 –	 how	does	 that	
sound?	 	 By	 putting	 on	 a	 brave	 face	 she	 is	 doing	 something	 admirable	 in	 our	




one’s	 interviewees	should	be	asked	 to	give	 their	opinion	on	what	 is	written	as	
part	of	 the	validation,	 that	would	make	uncomfortable	 reading	 for	Nichola	and	
would	be	stifling	for	me.		I	do	not	think	the	issue	is	resolved	by	suggesting	that	it	
is	inappropriate	to	share	what	one	writes	on	the	grounds	that	an	analysis	is	done	
within	 specific	 academic	 conventions	 and	 can	 only	 be	 judged	 in	 those	 terms	 –	
but	I	do	not	have	a	better	answer.		It	is	still	uncomfortable	for	me.	
	
3:9:4	 	A	 prime	 reason	 for	 doing	 the	 research	 was	 to	 hear	 the	 voices	 of	WLS	
recipients	 because	 they	 were	 absent	 in	 much	 of	 the	 research	 and,	 if	 they	 are	
present,	 they	 are	 referred	 to	 as	 ‘patients’	 which	 immediately	 reduces	 them	 to	
their	medical	problems	and	airbrushes	out	their	humanity.	 	It	narrows	how	the	
individual	 is	 seen	 to	being	simply	 their	 ‘problem’	which	can	 then	be	 treated	 in	













combined	 with	 my	 suspicions,	 would	 have	 been	 an	 opportunity	 to	 explore	 a	
concern	which	 he	 had	 flagged	 up,	 but	 as	 a	 researcher	 I	 thought	 it	would	 have	









3:9:6	 	 My	 familiarity	 with	 the	 long-term	 research,	 e.g.	 the	 Swedish	 Obesity	
Subjects	Trial	(Sjöström2013),	 into	the	effects	of	WLS,	made	me	aware	that	the	








being	 confident	 that	 they	 would	 manage	 the	 massive	 changes	 in	 their	 lives	
produced	 by	WLS,	without	 demonstrating	 an	 awareness	 of	 how	 and	why	 they	
had	 become	 large	 in	 the	 first	 place.	 	 As	 a	 discourse	 analytic	 researcher	 I	 can	
accept	that	what	people	told	me	was	particular	to	that	situation	at	that	moment	
and	 not	 necessarily	 indicative	 of	 actual	mental	 states,	 but	 as	 a	 psychoanalytic	
practitioner	I	struggled	with	that	and	on	occasion	I	did	enter	caveats.		As	with	so	


















as	 a	 relatively	 slim	 woman,	 was	 doing	 researching	 into	 very	 fat	 people’s	
experience.	 	 Frankenburg,	 writing	 about	 race,	 points	 out	 that	 whiteness	 is	
invisible	to	white	people	and	we	do	not	recognise	that	it	structures	us	as	much	as	
colour	does	to	others	–	the	same	could	be	said	of	body	size.		She	says,	“…look	at	
racism,	 we	 tend	 to	 view	 it	 as	 an	 issue	 that	 people	 of	 colour	 face	 and	 have	 to	
struggle	 with,	 but	 not	 as	 an	 issue	 that	 generally	 involves	 or	 implicates	 us.”	
(2009p522)	 I	 could	 substitute	 ‘fattism’	 in	 that	 sentence.	 Non-fatness	 is	







critical	 reflection…”	 (2009p245)	 in	 which	 “strong	 reflexivity”	 is	 practised.	 	 In	
other	words,	we	should	attend	to	the	“…diversity	of	informants	and	explicate	the	
ways	 that	 differences	 between	 researchers	 and	 respondents	 shape	 research	
processes…”	 (ibid.p246).	 	 Her	 solution,	 using	 Kristeva’s	 (1982)	 concept	 of	
‘abjection’,	was	to	embark	on	a	systematic	exploration	of	her	own	desire	to	get	
rid	of	those	aspects	of	her	body	which	did	not	conform	to	stereotypical	notions	
of	 an	 acceptable	 female	 form	 in	 order	 to	 become	 more	 sensitive	 to	 the	
experience	of	the	people	she	interviewed.		She	argues	that	it	is	important	“…to	be	
accountable	 for	 the	 ways	 that	 personal	 experiences	 have	 marked	 my	
interpretation	 of	 women’s	 stories”	 (ibid.p255)	 while	 maintaining	 a	 balance	
between	 enough	 self-disclosure	 to	 facilitate	 an	 assessment	 of	 the	 quality	 of	 an	





This	 section	 has	 been	 a	 review	 of	 some	 of	 the	 theoretical	 and	methodological	
terrain	related	to	my	search	for	a	method	of	researching	my	questions	about	the	





focuses	 on	 the	 situated	 flow	 of	 discourse,	 which	 looks	 at	 the	 formation	 and	
negotiation	 of	 psychological	 states,	 identities	 and	 interactional	 and	
intersubjective	events.	 	It	is	concerned	with	member’s	methods	and	the	logic	of	
accountability	 while	 describing	 also	 the	 collective	 and	 social	 patterning	 of	
background	 normative	 conceptions…	 	 It	 is	 a	 discipline	 concerned	 with	 the	














4:1:1	 	 This	 part	 of	 the	 Analysis	 is	 a	 close	 reading	 of	 four	 accounts	 of	 the	
experience	of	WLS	with	 the	aim	of	 conveying	 something	of	 the	particularity	of	
the	people	involved	because	so	much	of	even	the	qualitative	research	in	this	area	
appears	to	regard	the	process	of	WLS	as	simply	a	matter	of	surgically	adjusting	




















• adjusting	 to	 the	 extraordinarily	 rapid	 bodily	 changes	 would	 produce	






interviews	conducted.	 	 I	have	chosen,	 through	the	process	of	 transcription	 into	
lines	and	stanzas,	systematic	reading,	and	questioning	described	in	the	method	
section,	 three	 that	 represented	 the	majority,	 and	 one	which	was	 an	 exception.		
My	aim	–	a	difficult	one	as	Emerson	&	Frosh	(2009)	point	out	-	was	to	both	leave	
“…adequate	reflexive	evidence	of	how	one	has	tried	not	to	appropriate	the	voice	













displayed	by	many	of	my	 interviewees	 –	 particularly	 her	 larger	 than	 life,	 jolly,	
laughter-talk.		Also	demonstrated	was	her	optimism	that	the	surgery	would	solve	
a	life-time	of	getting	bigger,	losing	weight,	and	then	regaining	even	more.		Many	
of	 the	 participants	 expressed	 desperation	 over	 their	 inability	 to	 control	 their	
weight	 which	 led	 them	 to	 look	 for	 a	 form	 of	 control	 which	 was	 ‘outside’	 of	
themselves.			
	
Nichola	 and	 I	 first	met	 at	 a	WLS	 support	 group.	 A	 pretty	woman	 in	 her	 early	
fifties,	 dressed	 and	made-up	 stylishly,	 she	was	 very	 large,	walked	with	 a	 stick,	
and	was	clearly	in	a	lot	of	discomfort.		At	the	meeting	I	asked	if	I	could	interview	
her	 and	 she	 agreed.	 	 A	 few	weeks	 later	we	met	 at	 her	 home.	 	 Other	 than	 the	
warmth	 and	 generosity	 of	 the	 reception,	 I	 received	 an	 impression	of	 a	woman	






Nichola’s	surgery	had	been	cancelled	 three	 times	at	 the	point	at	which	we	met	
and	she	was	about	 to	 start	her	 fourth	preparation.	 	 	 She	began	her	account	by	
bringing	me	up	 to	date	with	 the	 latest	 cancellation.	 	Her	manner	of	 telling	her	
story	caught	me	up	in	its	twists	and	turns	–	first	I	thought	she	was	upset	because	
of	the	cancellations,	then	it	seemed	to	be	the	difficulties	of	being	on	the	LRD,	and	
the	 final	 dramatic	 turn	 came	when	 she	 said	 she	was	 unable	 to	 take	 her	 usual	
medications	and	as	a	result	was	in	severe	pain.		I	hope	from	her	“troubles	telling”	









































Note	her	 shift	 from	“I”	when	she’s	 telling	 the	 story	 in	a	 jokey	 fashion,	 to	 “you”	
when	 the	 joking	 stops:	 each	move	 verbally	 distances	 her	 from	 the	 experience.		
The	 shift	 is	 evident	 again	 in	 the	 next	 quote,	 also	 my	 serious	 reaction	 to	 her	
laughter.	 	Her	use	of	 irony	and	humour	can,	as	Chapman	suggests,	 “…help	with	
(a)	story’s	 factual	credibility	because	it	 is	not	 just	a	moaner’s	gripe,	but	a	story	
from	someone	not	disposed	to	complain.	 	So	the	 irony	can,	 ironically,	reinforce	
rather	 than	 undermine	 the	 story’s	 facticity.”	 (2001p261)	 	 The	 use	 of	 direct	
























the	 need	 to	 stop	 taking	 her	medications	 for	 a	 period	 before	 her	 surgery.	 	 She	
laughed	 a	 lot	 in	 her	 talk	 of	 other	 people	 who	 had	 sailed	 through	 the	 process	
having	surgery	at	 the	 first	 time	of	asking,	and	also	of	 the	rather	 faceless	“they”	
who	informed	her	of	the	cancellations.		This	laughter	presented	her	as	someone	
who	 resists	 their	 troubles	 (Jefferson1984),	 and	 positioned	 her	 as	 able	 to	 bear	
difficulties	 bravely	 unlike	 others	who	have	 it	 easy	 and	 yet	 still	 complain	 –	 she	
was	not	a	‘moaner’	or	a	’whinger’	(Edwards2005).		In	fact,	“(s)omewhat	counter-
intuitively,	 laughter	 produced	 as	 part	 of	 a	 complaint	 can	 have	 the	 effect	 of	









Chapman	 (2001)	 illustrated	 how	 her	 interviewees	 often	 shifted	 the	 talk	 away	
from	 their	own	suffering	and	 instead	 talked	of	how	difficult	 it	was	 for	medical	
personnel	 or	 family	 and	 friends	 to	 cope	 with	 the	 diagnosis	 and	 treatment	 of	
cancer.	 	 She	 noted	 that	 this	 concern	 expressed	 for	 others	 showed	 that	 the	
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speaker	 was	 not	 just	 a	 self-pitying	 complainer,	 which	 would	 diminish	 the	
significance	 of	 their	 troubles	 talk	 but	 rather,	 like	 Nichola,	 they	 were	













































Again,	 the	 use	 of	 direct	 reported	 speech	 introduces	 the	 people	 at	 work	 as	
objective	 witnesses	 (Holt1996)	 of	 Nichola’s	 state.	 	 Jefferson	 suggests	 that	 the	
noticeable	aspect	of	 laughter	 in	“troubles	 telling”	 talk	 is	 that	 the	recipient	does	
not	 laugh	 along	 with	 the	 teller,	 but	 responds	 seriously	 to	 the	 import	 of	 the	
account	 -	 I	 followed	 this	 spontaneously	 during	 the	 interview.	 	 Although	 I	was	
aware	at	the	time	of	Nichola’s	regular	laughter	when	describing	situations	most	
people	 would	 consider	 really	 unpleasant,	 I	 did	 not	 notice	 that	 there	 was	 a	
pattern	 to	 her	 laughter	 in	 what	 were	 less	 obviously	 troubling	 areas.	 	 When	 I	
came	 to	 transcribe	 the	 interview,	 I	 saw	 that	 she	 laughed	 whenever	 she	
mentioned	that	others	could	eat	foods	forbidden	to	her	as	a	life-long	dieter,	yet	








her	weight	and	eating	because	 she	had	made	numerous	 successful	 attempts	 to	
lose	weight	by	dieting,	only	to	put	it	all	back	on	again	as	soon	as	she	stopped	the	









can	 be	 eaten.	 	 It	 is	 the	 time	 when	 many	 people	 experience	 few	 physiological	
hunger	signals	and	also	find	the	taste	of	some	foods	changes.	 	This	represented	
the	majority	 of	 the	 attendees	 at	 the	 support	 group	 to	which	Nichola	belonged.		
She	was	 fraternising	with	people	who	were	 losing	weight	at	a	spectacular	rate.		
WLS	support	group	attendance	 tails-off	at	 just	 the	point	when	weight-regain	 is	
most	 likely	 to	occur,	 i.e.	between	eighteen	months	and	 two	years	post-surgery.	
(Cranwell&Seymour-Smith2012;Throsby2008).	 So,	 given	 the	 group	 she	 was	
attending,	 Nichola’s	 hopes	 were	 not	 entirely	 misplaced.	 	 Also,	 she	 and	 other	









This	 apparently	 contradictory	 statement	 creates	 an	 impression	 of	 control	 by	
being	fatalistic	about	the	possibility	of	cancellation.		It	is	evidence	of	her	genuine	


























































which	 suggest	 that	 the	 over-weight	 lie	 about	 how	 much	 they	 eat	 –	 if	 only	 to	
themselves.	 	 This	 would	 obscure	 the	 dilemma	 of	 people	 like	 Nichola	 who	 are	
caught	in	a	vicious	cycle	of	weight	loss	and	regain	and	who,	while	demonstrating	
awareness	of	the	blaming	discourse	(Wiggins2009)	which	attributes	all	fault	for	




























This	 was	 one	 of	 five	 occasions	 where	 Nichola	 seemed	 to	 be	 externalising	 the	
responsibility	for	her	eating	by	relying	upon	others	to	notice	any	problems,	just	































people	 I	 interviewed,	 particularly	 in	 relation	 to	 how	 much	 weight	 they	 could	
expect	to	lose	as	a	result	of	surgery.		As	mentioned	above,	interviewees	reported	
hospital	staff	telling	them	that	they	could	expect	to	lose	far	more	weight	than	the	
long-term	statistical	 research	 shows.	 	Of	 course	 I	 cannot	know	 if	 these	 reports	
are	correct	versions	of	what	was	actually	said.		The	juggling	of	figures	gives	the	
talk	 an	 appearance	 of	 numerical,	 and	 therefore	 ‘objective’,	 respectability,	 and	
































This	was	almost	a	mantra	 I	heard	 from	all	 the	people	 I	 spoke	with.	Cairns	and	
Johnston	argue	that	the	‘healthy	eating’	discourse	“…reproduces	and	legitimizes	
fat-phobia.	 	 Despite	 its	 anti-diet	 message,	 this	 discourse	 repeatedly	 equates	








at	 set	 times	 of	 the	 day	 –	 which	 in	 turn	 presumes	 that	 work	 patterns	 are	
consistent	and	predictable.	(PIL2013,Appendix	1)	Current	‘healthy	eating’	guide-
lines	 (HSIC2015)	 fit	 neatly	 with	 the	 eating	 patterns	 of	 the	 social	 class	 which	
makes	 the	 recommendations,	 and	 they	 are	 treated	 as	 if	 they	 will,	 in	 and	 of	
themselves,	 make	 those	who	 follow	 them	 lose	weight.	 	 The	 guidelines	 for	 the	
‘right’	way	to	eat	are	class-specific,	and	culturally	and	historically	of	their	time,	


































services	 in	 the	NHS	before	surgery	 is	considered	and,	despite	 its	demonstrable	










conventional	 images	of	desirable	weight.	 	All	 of	 them	denied	any	 such	hope.	 	 I	




































Not	 unnaturally	 this	 sense	 of	 a	 before	 and	 after	 identity	 was	 strong	 in	 the	
interviews,	 after	 all	 the	participants	had,	 (or	were	 about	 to),	 undergone	major	
surgery	in	order	to	significantly	change	their	bodies	not	just	in	terms	of	their	size	
but	also	in	the	amount	of	food	which	could	be	consumed.		The	hoped-for	identity	














































Nichola	 personified	 the	 ‘walking	 wounded’	 aspect	 of	 the	 physical	 toll	 that	
overweight	puts	on	the	body.		Of	those	interviewees	who	were	still	suffering	the	






She	 exemplified	 the	 dream	 of	 transformation	 and	 rescue	 that	 Throsby	 (2008)	
also	 found	which	 incorporates	 passivity	 and	 externalisation,	where	 the	 rescue	
will	come	from	an	external	source	–	in	this	case	WLS.		This	positioning	had	to	be	














I	 elected	 to	 write	 about	 Hannah,	 because	 our	 conversation	 illustrates	 the	
following	most	common	features	among	my	interviewees.		(i)	Her	talk	suggested	
a	lack		of	agency	and	a	tendency	to	make	external	her	account	of	her	motivations	
–	she	positioned	other	people	as	 the	active	agents	 in	her	 life	whether	 it	was	 in	
relation	 to	 how	much	 she	 ate,	 the	 decision	 to	 leave	 her	 first	 husband,	 or	 the	
choice	 of	 WLS.	 	 Even	 when	 apparently	 reflecting	 upon	 herself	 she	 used	
explanations	 she	 had	 been	 given	 by	 others.	 	 (ii)	 She	 was	 concrete	 in	 her	 talk	
about	 food	 and	 eating,	 referring	 to	 the	 guidance	 given	 by	 WLS	 nurses	 and	
















kgs)	 from	an	 initial	 twenty-seven	 and	 a	half	 stone	 (175kgs).	 	 She	 talked	 freely	
and	quickly,	needing	little	prompting.	
	
Hannah	 reported	 drug	 and	 alcohol	 addiction	 and	 domestic	 violence	 in	 her	
extended	family;	her	alcoholic	father	was	removed	from	the	family	when	she	was	








The	 emphasis	 she	 placed	 on	 how	 helpful	 the	WLS	 staff	 had	 been,	 conveyed	 a	
positive	message	and	made	a	general	advertisement	for	WLS	–	which	would	be	
in	keeping	with	the	proselytising	other	interviewees	indulged	in	as	well	(Boero	
2012).	 	 My	 approach	 to	 this	 interview	 will	 be	 to	 look	 first	 at	 how	 Hannah	
conveyed	 an	 impression	 of	 someone	 who	 externalised	 attributions	 of	







































of	herself,	appeals	 to	conventional	models	of	 feminine	virtue,	and	 looking	after	
herself	 now	 appeals	 to	 a	more	modern,	 neo-liberal	 discourse	 of	 attribution	 of	





in	 the	 context	 of	 the	 current	 blaming	 discourse	 stigmatising	 fat,	 many	 had	
recourse	to	explanations	which	absolved	themselves	of	blame	–	 factors	beyond	








The	 surgery	 functions	 as	 an	 ‘external’	 brake	 on	 eating:	 it	 was	 talked	 about	 as	
separate	from	the	individual’s	desires,	wishes	or	intentions.		Here	I	illustrate	that	
Hannah	 used	 other	 external	 brakes	 as	well.	 	 In	 describing	 that	 she	 had	 never	
recognised	hunger	or	satiety	before	WLS,	Hannah	spoke	of	how	she	was	learning	
to	 recognise	 them	now.	 	 It	 sounded	 a	 very	mechanical	 process	 and	 sometimes	


































































she	 had	 asked	 for	WLS,	 she	 said	 that	 her	 GP	 suggested	 it.	 	 When	 her	 clothes	
became	so	loose	“they	were	falling	off	me”,	it	was	a	friend	who	took	her	shopping	
and	 “made”	 her	 try	 on	 smaller	 sizes.	 	 When	 she	 worried	 about	 showing	 her	





by	 telling	me	what	 the	dietician	had	 said	about	how	much	she	 could	expect	 to	
lose	 [1146].	 	When	 I	 suggested	 that	 it	might	be	difficult	 if	 she	 regained	weight	




















































In	 the	 above	 quotes	 Hannah	 demonstrated	 her	 identity	 as	 a	 knowledgeable,	
realistic	and	compliant	recipient	of	WLS	who	had	set	her	sights	at	a	reasonable	








































Most	 of	 the	 interviewees	 gave	 this	 sort	 of	 detailed	 description	 of	 what	 it	 was	
possible	or	 correct	 to	eat.	 	They	 talked	of	 the	pre-surgery	LRD;	 the	early	post-
surgery	 days	when	 food	 had	 to	 be	 pureed;	 changes	 in	 taste	 and/or	 texture	 of	
particular	foods;	whether	they	could	or	could	not	eat	sweets;	and	how	much,	or	



































































































that	 she	 was	 well-intentioned	 by	 following	 the	 rules	 of	 healthy	 eating	 with	
enthusiasm	and	could	not	be	accused	of	 filling	herself	up	with	 junk	 food.	 	This	
was	a	protection	against	the	narrative	of	fat	people	being	careless	in	their	eating	
































































The	 language	 of	 good	 and	 bad,	 should	 and	 should	 not,	 healthy	 and	 unhealthy,	









they	 were	 no	 longer	 prompted	 to	 eat	 by	 sensations	 in	 their	 stomach,	 or	 the	































experience	 of	 hunger	 and	 taste,	 and	 for	 those	 who	 do,	 the	 effects	 tend	 to	
diminish	 over	 time.)	 	 It	 is	 as	 though	 all	 the	 pleasure	 and	 rewards	 from	 eating	





Hannah	 talked	about	 the	services	available	 from	 the	NHS	 in	ways	 typical	of	all	
the	interviewees.		These	were	the	demand	pressures	on	the	WLS	service;	lack	of	




on	 the	part	of	 the	hospital	which	had	 caused	a	delay.	 	On	 talking	about	 seeing	
Sally	 prior	 to	 surgery,	 she	 emphasised	 the	 high	 demand	 for	 such	 services.		
Hannah	managed	to	demonstrate,	by	telling	me	that	she	had	been	able	to	take	a	
last-minute	 cancellation,	 that	 she	 had	 not	 taken	more	 than	 her	 fair	 share	 of	 a	
























addition	 Hannah	manages	 to	 show	 that	 she	would	 not	 take	 too	much	 of	 their	
time.	 	 Talking	 about	more	 support	 from	 dieticians	 Hannah	 suggested	 that	 she	
would	like	more	help	to	be	routinely	provided.		In	her	identity	as	someone	who	




























When	 I	 commented	 that	 she	 did	 not	 seem	 to	want	 to	 have	 to	 ask	 for	 the	 help	



















In	 this	 culture	 responsibility	 for	weight	 is	 individualised	and,	 as	 I	described	 in	
the	 Introduction,	 the	 causes	 of	 the	 high	 preponderance	 of	 obesity	 in	
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disadvantaged	 groups	 is	 glossed	 or	 reduced	 to	 a	 geographical	 problem	 of	 too	








by	 externalising	 her	 accounts	 of	 her	motivations.	 	When	 asked	 about	 her	 own	
experience	 she	 was	 very	 concrete	 in	 her	 talk	 about	 food	 and	 hunger,	 having	
recourse	to	the	guidance	provided	by	the	WMS	dieticians	and	the	public	healthy	
eating	 discourse.	 	 I	 took	 portions	 of	 the	 transcripts	 of	 this	 interview	 to	 the	
regular	DA	workshop	 I	 attended	 in	order	 to	 assess	my	 interpretations	of	what	












the	 group	 leaders	 I	 interviewed.	 	 She	was	 an	 evangelist	 for	WLS,	 emphasising	
how	her	life	had	been	transformed,	and	insisting	that	it	was	not	an	easy	way	out	
–	 claiming	 instead	 that	 it	 has	 to	 be	 worked	 at	 by	 the	 individual	 to	 achieve	
success.	 	 In	her	view,	 those	who	 fail	 to	maintain	 their	weight-loss	 simply	have	













groups	 in	 the	 South-West	 telling	 them	of	my	 research	 and	 asking	 if	 they	were	
prepared	 to	 participate.	 Tracey	was	 the	 first	 to	 reply	 in	 an	 enthusiastic	 e-mail	
and	we	quickly	arranged	to	meet	at	her	home.		I	was	struck	by	how	stylish	and	
immaculate	her	house	was;	the	number	of	recent	studio	photographs	of	herself	
and	her	partner	hanging	on	 the	walls;	 and	 the	 enormous	 chairs,	 clearly	 a	 relic	
from	the	time	when	she	was	very	large.		She	was	a	size	twelve	to	fourteen	and	it	
was	hard	to	imagine	her	as	big	enough	to	qualify	for	WLS.	 	She	had	to	have	the	
surgery	privately	 three	years	previously,	despite	having	Type	 II	diabetes,	 sleep	
apnoea,	 joint	 pain	 and	 high	 blood	 pressure,	 because	 she	 had	 ‘only’	 weighed	
eighteen	 stone	 (114.5kgs).	 	 She	 chose	 to	 have	 a	 LAGB	 rather	 than	 a	 bypass.		






my	 information	 sheet.	 	 I	 said	 I	 was	 interested	 in	 the	 patient’s	 point	 of	 view	












































charge.	 	 I	 tried	 to	 re-establish	what	 I	 clearly	 considered	 to	 be	my	 position	 by	
mentioning	my	 connection	with	 the	WLS	 psychologist	 –	 appealing	 to	 a	 higher	
authority	 -	and	referring	 to	 the	 literature,	at	 least	 I	 could	rely	on	my	academic	








and,	 as	 a	 clinician,	 I	 can	 imagine	 she	 did	 everything	 she	 could	 to	manage	 her	
sessions.	 	 I	 felt	 it	 in	the	interview	as	well	–	we	were	not	having	a	conversation,	
there	was	little	reciprocity,	and	my	turns	consisted	largely	of	continuers.	 	(I	am	













































then	she	did	respond	 to	me	but	only	by	giving	me	 the	answer	she	gives	 to	her	

































When	 she	did	 talk	 about	her	own	experience,	 it	was	 rarely	 in	 the	 first	 person.		
She	emphasised	 the	 transformative	power	of	WLS,	but	only	 if	 it	 is	worked	at	 -		
success	does	not	come	easily.		As	reported	by	Scholz	(2009),	Stinson	(2001)	and	
Wolf	 (1991)	 in	 their	 research	 into	 dieting,	 she	 used	 the	 language	 of	 religious	















she	 is	 building	 a	 glowing	 picture	 of	 “life	 after	 weight	 loss	 surgery”:	 it	 is	 a	

















She	 has	 been	 transformed,	 not	 just	 physically	 but	mentally	 as	 well.	 	 By	 using	
language	which	 emphasises	 the	 near-miraculous	 [681;774&776p108)	 effect	 of	
her	 surgery	 and	 underlines	 the	 high	 price	 [935]	 she	 has	 paid,	 she	 conveys	 a	
sense	of	the	enormity	of	the	transformation.	 	Through	sheer	hard	work	she	has	
lost	weight	and	in	the	process	gained	a	sense	of	her	own	worth.		She	establishes	



















































‘before’	 as	 well	 as	 an	 ‘after’	 set	 up	 in	 opposition	 to	 each	 other	 -	 whether	 the	












































It	was	painful	 to	hear	 this	 level	of	 self-loathing	–	even	of	a	 former	 self	 –	but	 it	




up	 by	 two	 salesmen,	 was	 a	 story	 she	 told	 to	 illustrate	 one	 of	 the	 significant	
moments	in	her	journey	to	getting	surgery.		I	had	expected	to	hear	more	stories	





















This	disgust	 carried	over	 into	her	 talk	 about	 the	people	 she	 came	 into	 contact	
with	 in	her	support	group	and	 for	whom	WLS	had	not	worked.	 	She	was	often	
scathing,	depicting	them	as	irresponsible	[222],	not	prepared	to	put	in	the	work	
or	 to	 take	 responsibility,	 but	 passively	 expecting	 the	 weight	 to	 magically	
disappear.	 	This	was	a	theme	picked	up	in	almost	all	my	interviews	and	clearly	















said’	 as	 factual	 proof	 of	 her	 judgement	 of	 the	 individual	 in	 question.	 	 It	 also	
dramatizes	the	story,	making	it	more	vivid.		Holt	says	that	it	is	“…associated	with	
contexts	 when	 providing	 evidence	 of	 what	 a	 speaker	 said	 is	 particularly	
important,	when,	 for	example,	one	 is	 complaining	about	what	 someone	said	or	








































Littleton	 (2006)	 emphasize	 the	 constraints	 upon	 the	 establishment	 of	 a	 new	
identity	 produced	 by	 previous	 tellings.	 	 In	 this	 case	 the	 constraints	 also	 came	
from	Tracey’s	 descriptions	 of	 people	who	were	 currently	 fat	 in	 the	 sense	 that	
they	were	also	accounts	of	her	past	self	 thus	troubling	her	new	identity.	 	What	
follows	is	a	demonstration	of	her	awareness	of	the	contradictions	and	inconsist-







































And,	 as	 a	 final	 sad	 coda,	 she	positions	herself	back	as	 the	 fat	woman	who	was	



























‘trouble’	 in	 identity	 work	 (Taylor&Littleton2006;Taylor2007;2015)	 so	 explicit.		
Despite	all	her	claims	that	she	had	changed	her	“mind-set”	and	had	dealt	with	all	








only	 discuss	 those	 parts	 of	 Monica’s	 interview	 where	 she	 differed	 from	 the	
others.	 	She	was	not	a	complete	exception	 -	 there	were	 things	she	shared	with	
other	interviewees	such	as	her	joy	at	being	able	to	be	more	physically	active.		
	





my	 research.	 	 I	 contacted	her	 some	weeks	 later	 and	 got	 a	warm	 response.	 	 As	
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kids”.	 	 Her	 talk	 was	 of	 a	 life	 in	 which	 there	 was	 lot	 of	 involvement	 with	 her	
extended	 family	–	 the	members	of	which	she	described	as	 “big	people”.	 	She	 is	
about	five	foot	five	inches	(1.65m)	tall,	and	before	surgery	had	weighed	twenty	
seven	stone	 (172.5kgs).	 	When	 I	met	her,	 four	months	after	her	operation,	 she	
weighed	sixteen	and	a	half	stone	(105kgs).		In	response	to	my	opening	question	
about	 the	 experience	 of	 WLS	 she	 began	 with	 a	 description	 of	 her	 ten	 year	
























Discourse	 analysts	 suggest	 that	 identity	 is	 constructed	 in	 and	 through	 social	
interaction	and	 is	“…often	defined	 in	terms	of	who	we	are	not	and	who	we	are	
similar	 to.”	 (de	 Fina2012p271).	 (Harré&Gillett1994;Wetherell&Edley1999;	
Wetherell2008).		The	surgery	takes	place	in	the	context	of	a	person’s	life	and	for	
this	 woman,	 coming	 from	 a	 “big”	 family,	 the	 massive	 weight-loss	 made	 her	
visibly	 different,	 setting	 her	 apart	 from	 them.	 	 Also,	 she	 could	 no	 longer	
comfortably	participate	in	communal	meals	because	of	the	restricted	capacity	of	
her	stomach	which	could	lead	to	painful	dumping.		Monica	vividly	expressed	the	
difficulty	of	 adjusting	 to	 the	 rapid	 changes	 in	body	 size	brought	 about	by	WLS	




On	 a	 number	 of	 occasions	 she	 said	 that	 talking	 about	 this	 experience	 of	 not	
knowing	who	was	this	new,	thinner	person	sounded	“bizarre”	(9x),	“weird”	(6x),	
“crazy	(1x)”,	or	“strange”	(10x).		In	the	rest	of	the	interview	she	often	apologised	
for	 a	 thought	 she	 had	 tried	 to	 express,	 diminishing	 it	 in	 the	 manner	 just	
illustrated	or	 by	 saying	 such	 things	 as	 “…sounds	 really	 stupid	dunnit	weird…”.	
([2204]p125)	 	 This	 could	 be	 heard	 on	many	 different	 levels:	 (i)	 that	 she	 was	
apologising	 to	 me	 as	 an	 older	 middle-class	 ‘researcher	 from	 a	 university’	 as	
though	she	could	not	be	up	to	my	standard	and	perhaps	even,	should	not	have	
the	 temerity	 to	 think	 outside	 of	 her	 class	 or	 gender	 position;	 (ii)	 that	 she	was	
trying	not	 to	 sound	ungrateful	 for	having	 received	 free	WLS;	 (iii)	 that	 she	was	















azine	articles,	 social	media,	 and	 television	programmes	 thrive	on	 this,	whether	
it’s	Cinderella,	garden	make-overs,	house	renovations,	or	weight-loss.	 	This	was	
evident	 in	all	 the	 interviews	I	conducted	and,	as	 is	 the	case	 in	 fairy	stories,	 the	
protagonists	are	meant	to	‘live	happily	ever	after’.		But,	when	Monica	expands	“I	
lost	weight”	[378]	into	“I’ve	just	lost	weight“	[381]	-	in	the	sense	that	that	is	all	
that	 has	 changed	 thus	 diminishing	 the	 importance	 of	 the	 weight-loss	 -	 she	
highlights	the	loss	of	knowing	of	who	she	is.		Her	embodied	self	was	completely	




















































































of	 women	 and	 men	 to	 laughter	 in	 troubles	 telling	 and	 distinguishes	 between	
“trouble	 receptive”	 and	 “trouble	 resistant”	 responses.	 	 In	 the	 instance	 Monica	
describes,	her	auditor	falls	into	the	latter	category.	 	This	was	not	uncommon	in	
the	interviewees’	reports	of	the	reactions	medical	staff	made	to	talk	of	problems	
















































lack	 of	 hunger,	 an	 experience	 of	 dumping,	 and	 how	 the	 taste	 of	 foods	 had	
changed.	 	 I	 expected	 most	 of	 my	 interviewees	 to	 express	 some	 difficulty	 in	
coping	with	 three	 such	major	 changes	 as	 these	 in	 their	 relationship	with	 food,	
but	other	than	Monica,	none	did:	if	anything	they	expressed	relief	at	eating	being	




















of	 the	sensation	of	hunger.	 	Her	physiology	has	been	altered	 to	 the	extent	 that	
she	 no	 longer	 gets	 prompted	 to	 eat	 either	 by	 feelings	 of	 emptiness	 in	 her	











This	 succinctly	 sums	 up	 her	 dilemma	 –	 her	 body	 is	 not	 giving	 her	 the	 normal	


















Monica’s	 shift	 from	 “you”	 to	 “I”,	 and	 the	use	of	direct	 reported	 thoughts	 in	 the	
above	 adds	 an	 emphasis	 and	 a	 persuasive	 veracity	 to	 the	 account.	 	 She	 also	
described	 an	 occasion	 when	 she	 had	 uncontrollable	 diarrhoea	 at	 work	 and	
another	when	she	was	out	and	had	to	vomit	in	public.		These	experiences	made	
her	fearful	of	eating	and	the	incredible	rapidity	of	her	weight	loss	suggested	that	

























































or	 does	 it	mean	 that	 the	 knowledge	 that	 the	 chocolate	will	 not	 taste	 as	 it	 did	
before	has	changed	her	thoughts	about	it	and	therefore	her	urge	to	eat	it?		I	am	






































I	 took	 this	 section	of	 the	 transcript	 to	 the	DA	workshop	 in	 the	hope	of	 getting	
some	perspective	on	it	and	it	was	pointed	out	to	me	that	I	was	trying	to	impose	
some	kind	of	order	onto	what	Monica	said	and	was	at	risk	of	 losing	sight	of,	or	



















I	 have	 aimed	 to	 give	 a	 detailed	 picture	 of	 four	 people’s	 accounts	 of	 their	
experiences	 of	WLS.	 	 I	 have	 explored	 some	 of	 the	 themes	which	 seemed	most	
relevant	 such	 as	 the	 dreams	 of	 transformation,	 on	 the	 one	 hand	 passively	
received	 through	 the	work	of	 the	 surgeon,	 and	on	 the	other	only	attainable	by	
dint	 of	 hard	work	 and	 knowing	 the	 rules	 of	 post-WLS	 behaviour.	 	 I	 have	 also	
noted	how	wider	discourses	such	as	those	of	personal	responsibility	for	weight	
gain	 or	 loss;	 healthy	 eating	 guidelines;	 or	 disparagement	 of	 fat	 people	 were	
evident	in	the	talk	of	my	interviewees.		I	looked	at	the	complicated	identity	work	
involved	 in	 the	 shift	 from	being	 a	 very	 fat	 person	 to	 one	who	 is	 losing	weight	
rapidly.	 	What	was	 noticeably	 absent	was	 talk	 about	 the	meanings	 food	might	
have	–	all	 talk	about	 food,	with	the	exception	of	 that	of	Monica,	was	 literal	and	
concrete	and	confined	to	the	dietary	rules	being	followed;	details	of	changes	 in	










This	chapter	 is	based	on	my	transcription	of	 the	content	of	 the	 interviews	 into	
stanzas	(Gee1999)	comprised	of	a	single	or	unitary	idea.		Below	is	a	discussion	of	
what	 arose	 most	 frequently	 or	 seemed	 most	 pertinent	 to	 the	 dominant	
discourses	around	the	causes	and	cures	of	overweight.		I	will	explore	how	weight	








5:1	 	 ‘Trouble’	 for	 the	 Neo-Liberal	 Subject	 when	 Dealing	 with	
Issues	of	Agency,	Control,	and	Responsibility	for	Overweight	
	
My	 interviewees	 were	 in	 an	 anomalous	 position	 with	 regard	 to	 the	 current	
discourses	 around	 weight	 and	 health.	 	 In	 order	 to	 avoid	 criticism	 for	 being	
irresponsible	 in	relation	to	 the	neo-liberal	requirement	 that	we	all	 take	care	of	
our	 own	 health	 they	 had	 to	 find	 reasons,	which	 I	will	 discuss	 below,	 for	 their	
overweight	 which	 were	 external	 to	 themselves	 and	 thus	 absolved	 them	 of	





of	 the	 participants	 showed	 their	 awareness	 of	 these	 accusations.	 (Hannah	











of	 circumstances	 rather	 than	 as	 active	 agents	 in	 them,	 therefore	 they	 needed	
WLS	as	an	externally-applied	solution.		
	
MacAvoy	 talks	 about	 the	 privatised,	 individualised,	 neo-liberal	 self	 as	 always	
being	on	the	“border	of	failure”	(2015p26)	particularly	in	relation	to	the	control	
of	 the	 body	 for	 which	 it	 is	 seen	 as	 entirely	 responsible.	 	 This	 was	 evident	 in	
aspects	of	my	interviewees’	accounts	of	their	pre-surgery	lives.	 	They	all	told	of	
endless	 attempts	 to	 lose	 weight,	 and	 most	 had	 lost	 and	 regained	 startling	
amounts,	always	ending	up	larger	than	when	they	started.	(Dalloo,et	al2012;Hill	
2004).		This	phenomenon	has	been	well-documented	(Garner&Wooley1991)	and	











and	 this	 account	 of	 themselves	would	 be	 carried	 into	 the	 future	 as	 they	 dealt	







to	 work	 without	 constant	 self-surveillance.	 	 There	 is	 a	 potential	 mis-match	
between	this	official	description	of	the	surgery	and	the	belief	that	it	will	solve	the	
helplessness	described	in	the	face	of	continual	weight-gain.		All	the	failures	in	the	
past	 were	 accounted	 for	 in	 a	 way	 that	 fitted	 with	 this	 idea	 of	 personal	 effort	






could	 see	others	 over-eating	and	 some	said	 that	 they	 realised	 that	 it	was	what	
they	 used	 to	 do	 –	 thus	 distancing	 themselves	 both	 in	 person	 and	 in	 time.	 	 It	
seemed	as	 if	 it	was	easier	 to	 talk	about	 the	eating	habits	of	others	 than	 to	 talk	
about	their	own.		This	silence	about,	or	repression	(Billig1999)	of	the	possibility	









































































Many	 had	 recourse	 to	 ‘It	 runs	 in	 the	 family’	 in	 order	 to	 account	 for	 their	












































about	 this	 saying:	 “it	was	 giving	me	 the	 control	 back”.	 (4:3[1319]p93)	 	And	 in	
relation	to	the	possibility	of	overeating:	“now	I	don’t	have	a	choice”	-	she	was	no	
longer	 under	 its	 control.	 	 Ogden	 et	 al	 suggest	 that	 the	 surgery	 relieves	 the	
individual	of	a	feeling	of	responsibility	for	the	continuing	fight	with	themselves	
over	eating	and	weight,	and	for	some	it	“…reflected	an	internalization	of	control	
resulting	 in	 a	 new	 psychological	 state.”	 (ibid.p290).	 	 None	 of	 my	 participants	
	
	 133	
expressed	 themselves	 in	 such	 terms,	 they	all	 talked	of	 “the	 restriction”,	 i.e.	 the	
actual	physical	changes	produced	by	the	surgery,	being	the	difference.		WLS	is	an	
admission	that	one	does	not	have	control	over	one’s	body	and	what	is	put	into	it,	
which	 is	a	morally	reprehensible	position	to	be	 in,	so	 to	claim	that	 the	surgery	
has	given	the	control	back,	would	be	to	position	oneself	as	above	criticism.	
	





























position	 themselves	 to	 demonstrate	 that	 they	 do	 not	 deserve	 to	 be	 judged	 on	
moral	grounds	for	their	state.		Thus	my	interviewees	accounted	for	their	weight	
in	terms	of	addiction,	genes	and	family	culture,	rather	than	the	simple	greed	and	
laziness	 attributed	 to	 them.	 	 The	 surgery	 is	 intended	 to	 give	 them	 the	 control	
they	were	unable	 to	exercise	previously	–	not	as	 increased	willpower,	but	as	a	
diminished	capacity	to	take	in	large	amounts	of	food.		This	raises	the	question	of	






accounts.	 	 WLS	 is	 marketed	 -	 in	 advertising	 for	 private	 surgery,	 publicly-
provided	services,	internet	forums	and	support	groups	-	on	the	basis	of	being	a	
last	hope.	 	This	 feeds	 into	 the	wider	cultural	 fantasy	of	magical	 transformation	
(Murray2009;Salant&Santry2006;Throsby2008;Young&Burrows2013).	 	 Two	 of	
the	 people	 I	 met	 had	 suffered	 previously	 from	 a	 major	 addiction,	 one	 being	
George	whom	I	mentioned	above.		The	other,	Tom,	had	not	had	surgery	yet	and	
was	 aware	 that	 the	desire	 for	WLS	was	 a	 continuation	 of	 a	 pattern	which	had	
manifested	throughout	his	life,	i.e.	the	belief	that	the	next	thing	-	whether	it	was	
educational	 achievement,	 career	 advancement,	 relationships,	 or	 weight	 loss	 –	
would	change	everything.	 	 “If	only	 I	 can	have	 this,	 then	everything	will	be	ok.”		
WLS	feeds	into	this	kind	of	hope.	
	














able	 to	 stick	 to	 the	 dietary	 recommendations	 were	 tentative	 and	 fluctuating,	
where	 they	 talked	 of	 being	 at	 the	 mercy	 of	 side-effects	 such	 as	 dumping	
(Anne,5:3:2[540-541]p155)	and	of	needing	others	to	indicate	to	them	when	they	
had	 eaten	 enough	 (Hannah,4:3:1[1180-1184]p87).	 	 I	 would	 read	 this	 as	 hope,	
rather	than	a	definite	identification	of	themselves	as	being	in	control,	that	shifted	
and	 changed	 throughout	 the	 conversations.	 	 For	 example	Tracey	 (Chapter4:4),	
who	was	very	vocal	in	her	protestations	that	she	had	changed,	towards	the	end	








the	way	 the	 interviewees	 talked	of	how	 they	had	become	 fat	 in	 the	 first	place.		
There	 was	 also	 a	 shifting	 of	 positions	 as	 to	 whether	 they	 still	 identified	
themselves	as	large	or	not,	but	when	the	subject	of	weight-regain	came	up,	their	
responses	were	much	less	equivocal.	 	If	they	regained	weight,	then	it	was	up	to	


















She	 reiterated	 the	official	 recommendations	 that	 if	 her	weight	were	 to	plateau	

















































































talk	both	 in	reference	 to	 themselves	and	others.	 	Essential	 to	 it	 is	 the	 idea	 that	






ness”	 (2005p4)	 about	 fat	 bodies	 –	we	 read	 from	 the	 visible	 amplitude	 that	 its	
owner	 is	 greedy;	 morally	 lax;	 stupid;	 unsuccessful;	 lazy;	 undeserving;	 self-
deceiving	and	non-sexual.	 	When	we	see	a	 fat	person	we	think	that	we	already	
‘know’	 all	 these	 things	 about	 them.	 	 My	 interviewees	 demonstrated	 in	 their	
accounts	 of	 pre-surgery	 shame	 and	 embarrassment	 that	 they	 had	 seen	 them-
selves	 in	 this	way,	but	 in	 the	present	 they	 talked	about	other	big	people.	They	






























































Six	 interviewees	 talked	 about	 the	 shame	 they	 had	 felt	 in	 the	 past	 when,	 for	















































































There	was	a	 relative	absence	of	 talk	about	sex	and	sexual	attractiveness	or	 it’s	
loss.		Three	participants	mentioned	it	–	and	then	only	in	passing.		This	may	have	
been	because	the	majority	were	over	fifty	and	in	stable	relationships,	or	possibly	
because	 talking	 about	 sex	 to	 an	 older	 person	 like	 myself	 may	 have	 felt	
uncomfortable	 or	 inappropriate.	 	 Certainly,	 prior	 to	 surgery	 they	 would	 have	
been	 too	 large	 for	 sexual	 intercourse	 to	 be	 possible,	 and	 subsequently	 there	
would	be	 the	problem	of	 substantial	 amounts	of	 loose	 skin	which	would	make	
the	individual	feel	unattractive,	and	would	interfere	with	achieving	intercourse.		
As	I	tried	not	to	guide	the	conversation,	but	chose	instead	to	follow	where	it	led,	
this	 lack	 of	 sexual	 talk	 seems	 relevant.	 	 It	 is	 indicative	 of	 the	 contradictory	
position	 in	which	 large	people	 find	themselves	-	 they	are	depicted	as	being	too	
sensual	 and	 greedy,	 therefore	 sexually	dis-inhibited,	 but	 also	 as	having	hidden	
their	attractiveness	under	layers	of	fat	thus	presenting	themselves	as	asexual.	
	











































Monica,	 (Chapter4:5)	 struggling	with	 the	 change	 in	 her	 self-perception	 due	 to	






















showed	most	when	 I	 asked	 if	 interviewees	 had	 thoughts	 about	who	was	most	
likely	to	benefit	from	WLS.			I	began	to	ask	the	question	because	it	was	a	subject	
that	came	up	in	all	the	earliest	interviews.		It	interested	me	because,	as	I	said	in	
Chapter	 Two,	 discovering	who	would	 benefit	 from	WLS	 appears	 to	 be	 a	 ‘holy	
grail’	of	much	research.	
	
Group	 leaders	 in	particular	placed	great	emphasis	on	 the	surgery	being	a	 ‘tool’	
that	 the	 individual	has	 to	use	appropriately	–	with	an	 implied	 reference	 to	 the	
old	saw,	 ‘It’s	a	bad	workman	who	blames	his	 tools’.	 	 	 So	 the	question,	 ‘Is	 it	 the	
appropriate	tool?’	is	not	asked,	the	assumption	is	that	the	tool	does	not	fail,	it	is	










































Her	 use	 of	 direct	 reported	 speech	 adds	 emphasis	 to	 the	 blaming	 discourse	 of	
which	 she	 makes	 use.	 	 The	 language	 Tracey	 uses	 has	 a	 flavour	 of	 Christian	




















when	 talking	 in	a	negative	way	about	others.	 	 It	was	as	 though	 the	apparently	
verbatim	 quotes	 gave	 the	 report	 a	 veracity	 and	 impact	 it	 would	 not	 have	
otherwise.	 	 This	 form	 also	 distances	 the	 speaker	 from	 the	 action	 and	 players	




























































times	 would	 be	 a	 big	 part	 of	 the	 talk	 of	 my	 interviewees.	 	 With	 the	 notable	



























was	 a	 great	 deal	 about	 how	 people	 were	 eating	 now.	 “Fat	 head”	 was	 used	






I	 was	 given	 plenty	 of	 concrete	 detail	 about	 the	 recommended	 post-WLS	 diet.		















































suggests	 some	 acquiescence	 to	 it	 by	 telling	 me	 that	 she	 is	 not	 eating	 enough	
vegetables.		Would	she	have	talked	like	this	to	a	friend,	or	might	there	have	been	
more	 scepticism	 about,	 or	 resistance	 to,	 the	 dominant	 discourse?	 	 In	 our	
conversation	she	was	presenting	herself	as	someone	who	is	prepared	to	work	at	
making	 a	 success	 of	 the	 surgery,	 but	 in	 her	 case	 she	 was	 not	 suggesting	 that	
there	was	 a	 ‘new	me’.	 (Groven	 et	 al2012;Longhurst2005;Murray2009;Throsby	
2008;Young&Burrows2013).	 	 The	 original	 Margaret	 was	 still	 there	 doing	 the	
same	things	and	would	have	to	be	brought	into	line	if	she	started	to	gain	weight.			
	
All	 the	people	 I	 spoke	 to	demonstrated	 that	 they	knew	the	rules	 laid	down	 for	




normal	 eating.	 As	 Throsby	 (2012b)	 found,	 these	 small	 rebellions	 tended	 to	 be	
directed	 towards	 dieticians,	 or	 in	 this	 case	 a	 nurse,	 and	 not	 to	 the	 surgeons.		
Frustration	with	staff	lower	down	the	medical	hierarchy	was	expressed	by	seven	
of	 the	participants	although	 it	 tended	to	be	coupled	with	praise	as	well.	 	These	
could	 be	 viewed	 as	 “subversive	 practices”	 in	 reaction	 to	 dominant	 health	
discourses	as	Willig	(2000p554)	suggests	and	as	Fat	Activism	would	argue.	
	
The	concrete	nature	of	 the	rules	was	similar	 to	 those	of	many	widely	available	
diets.		Given	that	these	had	failed	to	enable	the	interviewees	maintain	weight	lost	
in	the	past,	one	cannot	help	wondering	how	they	can	be	expected	to	work	in	the	
future	–	yet	 joining	a	 slimming	organisation	 is	 regularly	 recommended	 to	WLS	
patients.	 	 This	 is	 evidence	 of	 the	 power	 of	 the	 dominant	 discourse	 about	 the	
causes	of	and	cure	for	obesity,	i.e.	it	is	a	simple	matter	of	willpower	and	if	only	fat	
people	would	properly	monitor	 their	 intake	of	 food	and	drink	 then	everything	
would	be	 alright.	 	 In	 her	 talk	 about	 good	 and	bad	 foods,	 and	of	 behaving	with	
restraint	 in	 what	 and	 how	 she	 eats,	 Margaret	 ([639-642]p151)	 shows	 her	
familiarity	with	a	moralistic	dieting	discourse	and	 the	 cultural	narrative	of	 the	





reward	 for	 surviving	 a	 stressful	 day	 at	work,	 but	 none	 of	 them	 expanded	 this	
beyond	 the	 bare	 statements	 of	 what	 they	 had	 done	 –	 this	 despite	 my	 having	
asked	what	food	meant	to	them.		What	did	this	omission	achieve?		It	functioned	
















Gee	 (1999)	distinguishes	between	 the	 speech	of	different	 social	 groupings	and	
demonstrates	that	applying	the	linguistic	conventions	of	one	group	–	in	my	case	
psychotherapeutically-informed,	 academic,	 middle-class	 speech	 to	 the	 talk	 of	
mostly	working-class	people	–	can	lead	to	misunderstanding,	misjudgement	and	
a	potential	under-estimation	of	the	complexity	that	is	there.		If	I	am	not	to	view	
the	 little	 that	 was	 said	 about	 the	 loss	 of	 food	 as	 an	 ‘impoverished’	 discourse	
(Emerson&Frosh2009),	then	my	attempts	to	look	for	what	underlies	it	should	be	
a	 recognition	 of	 richness	 of	 meaning.	 	 Emerson	 and	 Frosh	 describe	 this	 as	 a	





dominant	 discourse	 of	 individual	 responsibility	 for	 health	 which	 privileges	
simple	 equations	 like	 ‘energy	 absorbed	 should	 equal	 energy	 expended’	 and	





occasion	 in	which	 she	had	 experienced	dumping	because	 she	had	not	 stuck	 to	
WLS	rules.		I	asked	her	to	tell	me	the	circumstances	in	which	it	had	occurred	and	
she	gave	an	account	of	being	angry	with	a	work	colleague	whom	she	described	as		














































be	 firm	 with	 herself	 and	 stick	 to	 the	 rules	 with	 any	 back-sliding	 severely	
punished.	 	 There	 is	 an	 appeal	 in	 the	 straightforward	 message	 of	 the	 support	
group,	i.e.	that	there	is	no	getting	rid	of	the	“fat	head”,	just	keep	it	under	control.		









restricts	 the	 amount	 of	 food	 that	 can	 be	 ingested	 and	 removes	 or	 reduces	 the	
sensation	 of	 hunger.	 	 With	 regard	 to	 being	 accountable	 for	 their	 weight,	 my	
interviewees	 conveyed	 a	 lack	 of	 a	 sense	 of	 their	 own	 agency	 while	
simultaneously	 voicing	 the	 neo-liberal	 discourse	 of	 personal	 responsibility	 for	
their	 size	 and	 their	 health.	 	 They	 moved	 between	 these	 positions	 in	 the	
chronology	 of	 their	 accounts	 by	 attributing	 their	 past	 overweight	 and	 way	 of	
eating	 to	 factors	beyond	 their	 control,	 yet	 saying	 that	 in	 the	 future	 they	would	




In	 this	 chapter	 I	 have	 looked	 at	 those	 aspects	 of	 my	 interviewees’	 talk	 which	
related	 to	 the	dominant	discourses	 that	 account	 for	 ‘the	obesity	 crisis’	 and	 the	










The	 aim	 of	 this	 research	 was	 to	 hear	 the	 experiences	 of	 people	 who	 had	
undergone,	or	were	about	to	undergo	WLS,	and	to	relate	these	to	the	prevailing	
discourses	 around	 body	 size	 and	 health	 and	 the	 use	 of	 surgery	 as	 part	 of	 the	
‘solution’	 to	 the	 ‘obesity	 crisis’.	 	 My	 reason	 for	 choosing	 to	 explore	 individual	
accounts	was	 their	 relative	 absence	 in	 the	 literature	 specifically	 related	 to	 the	
treatment	of	obesity	which	 I	discussed	 in	Chapter	Two.	 	The	 literature	 review,	









In	 this	 chapter	 I	 concentrate	 on	 talk	 which	 seemed	 most	 pertinent	 to	 the	
dominant	 discourses	 around	 a	 ‘simple	 obesity’	 and	 its	 causes	 and	 cures.	 	 I	
explore	how	people	accounted	 for	 their	weight;	where	responsibility	 for	 it	was	
described	as	 lying;	how	temporal	shifts	 in	 the	participants’	accounts	dealt	with	
‘trouble’	 in	 attributions	 of	 responsibility;	 the	 role	 played	 by	 discourses	 of	
transformation	and	rebirth;	 the	mis-match	between	patient-perception	and	the	
medically-defined	 problem;	 fattist	 positioning	 and	 othering	 in	 the	 talk;	 the	
concrete	 nature	 of	 the	 approach	 to	 food;	 and	 the	 long-term.	 	 I	 describe	 some	









contradiction	 to	use	psychoanalytic	 theory	and	clinical	method	 to	 interpret	my	
data	 within	 a	 discourse	 analysis.	 	 Avdi	 and	 Georgaca	 (2007a)	 term	 the	 basic	
differences	 between	 the	 two	 systems	 an	 “epistemological	 incompatibility”,	




explore	 the	 answers	 to	 my	 questions	 in	 detail,	 and	 a	 way	 of	 hearing	 the	
individual	 voices	 of	 participants	 while	 also	 critically	 illustrating	 the	 wider	









Using	 existing	 DA	 research	 I	 have	 discussed	 the	 increasingly	 neo-liberal	
approach	 to	 health-care	 in	 which	 responsibility	 for	 health	 is	 individualised,	
patients	 are	 ‘empowered’	 to	 take	 this	 responsibility	 (Knutsen,et	 al2013),	 and	
structural	 inequalities	 associated	with	 ill-health	 are	 accounted	 for	 in	 terms	 of	




and	 the	 body	 is	 viewed	 as	 “a	 modifiable	 personal	 characteristic”	 (Donaghue&	







of	 health	 and	 slimness	 has	 been	 challenged	 by	 Fat	 Activism	 and	 the	Health	At	
Every	Size	movement.	(Bacon&Aphramor2011).	
	
In	 this	 climate,	 discourse	 analysts	 have	 pointed	 out	 that	 being	 overweight	
becomes	a	moral	problem	and	large	people	have	to	account	for	their	size	in	ways	
which	 limit	 accusations	 of	 irresponsibility.	 (Drew2011;Knutsen&Foss2011;	
McDonald,et	 al2007;Scholz2009;Spitzack1987;Stinson2001;Throsby2009;Webb	
2009).		My	interviewees	demonstrated	sensitivity	to	this	by	accounting	for	their	
past	 weight	 in	 similar	 terms	 to	 those	 found	 by	 other	 DA	 researchers.	 	 A	
distinction	was	made	between	the	‘past	me’	and	the	‘new	me’.		There	was	a	time-
shift	in	identity	–	helpless	but	hard-working	in	the	past,	responsible	(and	hard-
working)	 in	 the	 future.	 	 They	 spoke	 of	 themselves	 in	 the	 past	 as	 having	 been	
victims	of	food	addiction,	genetic	heritage,	or	circumstances	beyond	their	control	
such	 as	 upbringing	 and	 family	 culture,	 but	 in	 the	 future	 they	 would	 be	
transformed	by	WLS.		They	would	become	someone	able	to	control	their	intake.	
(Maor2013;Throsby2008;Wood&Ogden2016).	 	 But	many	 said	 that	 it	 was	 only	





responding	 to	 circumstances,	 continuing	 to	 put	 on	 weight	 despite	 making	
considerable	efforts	to	lose	it.		This	helplessness	circumvented	the	accusation	of	
not	 taking	 proper	 care	 of	 their	 health,	 while	 the	 effort	 built	 an	 identity	 of	
someone	 who	 was	 not	 afraid	 of	 ‘working’	 (Stinson2001)	 to	 lose	 weight	 and	



















were	 monitoring	 their	 weight	 and	 would	 ‘go	 back	 to	 the	 basics’	 of	 diet	 and	
exercise	 should	 they	begin	 to	 regain.	 	This	drawing	on	medical	discourses	 and	




common	 treatments	 for	 the	 condition	 confirm	 its	 intractability,	 and	my	 inter-
viewees	 bore	witness	 to	 having	 tried	 repeatedly	 to	 lose	weight,	 only	 to	 regain	
what	 was	 lost	 and	more.	 (Sjöström2013;Dulloo2012;Dulloo,et	 al2012;Garner&	




The	 physical	 toll	 taken	 by	 morbid	 obesity	 is	 considerable	 and	 I	 expected	





problems;	 etc,	 but	 none	 of	 my	 participants	 mentioned	 these,	 other	 than	 joint	
problems,	as	being	the	reason	for	having	surgery.		Ryden	and	Torgerson	(2006)	
suggest	 that	 perhaps	 the	 connections	 between	 some	 of	 these	 conditions	 and	




or	 knowing	 that	 one	 has	 high	 blood	 pressure	 which	 may	 have	 no	 obvious	
symptoms,	can	seem	too	nebulous	to	be	related	to	one’s	size.	 	The	participants	
did	not	talk	of	obesity	as	a	potential	killer.		There	was	a	mis-match	between,	on	
the	 one	 hand,	 the	 medically-defined	 ‘problem’	 and,	 on	 the	 other,	 the	 patient-
perceived	one	(Diaz	Martinez	et	al2015)	which,	 if	not	attended	to,	must	reduce	
the	effectiveness	of	any	treatment.	 	This	relates	also	to	the	differences	between	
doctor’s	 and	 patient’s	 views	 of	 the	 causes	 of	 obesity	 and	 of	 what	 would	
constitute	 successful	weight-loss	 as	 a	 result	 of	 surgery.	 	 Coulman	 et	 al	 (2016)	
also	 found	 that	 medical	 professionals	 tended	 to	 judge	 the	 success	 of	 WLS	 in	
terms	 of	 the	 amount	 of	weight	 lost,	whereas	 patients	 placed	more	 importance	
upon	 all	 the	 effects	 of	 the	 operation	 –	 physical,	 social	 and	 psychological.	 	 The	










were	 apparently	 not	 successfully	 losing	 or	 maintaining	 weight-loss,	 thereby	
giving	 voice	 to	 the	 stereotypical	 version	 of	 the	 lazy	 fat	 person,	 part	 of	 the	
“collective	knowingness”	about	big	people,	while	having	established	themselves	
as	willing	 and	 able	 to	 put	 in	 the	necessary	work	 to	 succeed.	 	 They	had	built	 a	




There	 was	 talk	 of	 ‘what	 big	 people	 are	 like’	 which	 was	 used	 in	 an	 othering	
manner	by	drawing	a	distinction	between	themselves,	as	hardworking	users	of		
WLS,	and	those	who	did	not	or	could	not	use	it	successfully.		Not	only	were	those	
who	 were	 failing	 dismissed	 as	 not	 trying	 to	 help	 themselves,	 there	 were	 also	
	
	 162	
descriptions	 of	 a	 ‘cover	 up’	 in	 their	 behaviour.	 There	 was	 talk	 of	 “bravado”	
(Thelma);	 of	 hiding	 behind	 busyness	 that	 achieved	 nothing	 (Tracey);	 and	 of	 a	
refusal	 to	 discuss	 the	 difficulties	 of	 life	 after	 WLS	 (Monica).	 	 These	 were	
members’	accounts	of	defensiveness	on	the	part	of	an	(O)ther	 	There	were	also	











how	much	 they	could	eat.	 	Wood	and	Ogden’s	 (2016)	 IPA	paper	 is	one	of	very	
few	to	ask	the	question,	“How	has	your	relationship	with	food	changed	following	




Given	 that	 I	write	 from	within	 a	 psychoanalytic	 discourse	which	 suggests	 that	
overeating	 has	 meaning	 for	 the	 individual	 as	 suggested	 by	 Magdeleno	 et	 al	
(2010),	 I	 expected	 the	 interviewees	 to	 talk	 about	what	 food	meant	 to	 them,	 to	
demonstrate	an	understanding	of	how	they	had	used	food	prior	to	surgery,	and	
to	express	feelings	of	loss	and	fear	at	not	being	able	to	continue	eating	in	the	way	
they	had	done	previously.	 	 These	were	 largely	 absent.	 	 Such	 silences	were	not	
only	 in	 the	 interviewees’	 talk,	 but	 also	 in	 the	 writing	 of	 other	 researchers.		
Following	Billig’s	(1999)	method	of	noting	absences	 in	text	and	talk,	 I	question	






expended.	 Hunger	 is	 treated	 as	 a	 purely	 physiological	 phenomenon,	 a	 ‘simple’	
hunger,	 to	 be	 responded	 to	 appropriately,	whereas	 Ogden	 and	Wood’s	 (2016)	
participants,	like	Hannah	(Chapter4:3),		gave	a	more	complex	picture.	
	
The	 interviewees	 had	 built	 a	 pre-surgery	 identity	 as	 someone	who	was	 at	 the	
mercy	 of	 external	 forces	 such	 as	 heredity,	 family	 custom,	 or	 addiction	 to	 food,	
which,	despite	their	strenuous	efforts	to	lose	weight,	made	it	impossible	for	them	
to	maintain	weight-loss.		There	was	no	talk	of	having	eaten	too	much	in	the	past	-	
which	 would	 lay	 them	 open	 to	 accusations	 of	 having	 been	 irresponsible	 with	
regard	to	 their	health.	 	But	 this	 “telling”	(Taylor&Littleton2006)	would	make	 it	
difficult	to	talk	now	about	missing	being	able	to	eat	as	had	previously	been	the	
case,	 because	 that	 would	 suggest	 that	 pre-surgery	 ways	 of	 eating	 had	 been	
excessive	 -	 something	 that	 had	 been	 avoided.	 	 The	 new,	 post-surgery	 identity	
was	one	of	careful	monitoring	of	intake,	both	in	terms	of	quantity	and	quality.		All	
gave	 evidence	 of	 adhering	 to	 the	 ‘healthy	 eating’	 discourse	 in	 the	 sense	 of	
knowing	what	they	should	and	should	not	eat,	and	were	clear	that	if	they	began	
to	regain	weight	 they	would	 immediately	return	to	the	basics	of	a	healthy	diet.		








with	 it,	 but	 on	 the	other	 there	was	 fear	or	 even	disbelief	 that	 it	 could	happen.		
Given	 that	WLS	 is	 regarded	by	many	as	a	 last	 resort	and	carries	with	 it	 talk	of	
being	a	 ‘new	me’,	 transformed	or	 reborn,	 then	 to	 regain	 some	weight	 could	be	
problematic.	 	In	this	context,	most	of	the	authors	of	qualitative	research	papers	
recommend	 that	 there	 should	 be	 long-term	 support	 after	WLS.	 	 Jackson	 et	 al	
(2017)	said	that	their	interviewees	felt	as	though	the	support	‘dropped	off	a	cliff’	
after	 surgery	and	Ogden	et	 al’s	 (2011p961)	participants	 “…also	described	how	












research	 (Goldacre2012).	 	As	already	mentioned,	 the	 ‘failures’	 leave	discussion	
forums,	 do	 not	 attend	 support	 groups,	 and	 are	 less	 likely	 to	maintain	 contact	
with	their	medical	teams.		I	heard	of	such	people,	but	was	unable	to	make	contact	













(iii)	 The	 relatively	 small	 size	 (twenty)	 of	 my	 sample	 would	 preclude	 general-
isation	from	my	results	but,	as	Coulman	et	al	suggest	in	their	paper	synthesizing	
qualitative	small-scale	studies	on	the	experience	of	WLS,	“(q)ualitative	synthesis	








as	 talk	 of	 being	 transformed	 into	 a	 “disciplined	 subject”,	 the	 responses	 of	 my	




there	 is	 a	preponderance	of	overweight	 in	 socially	disadvantaged	groups.	 	 It	 is	
important	to	acknowledge	that	this	medical	treatment	is	offered	as	a	simple,	and	








WLS	 selves	meant	 that	 they	 required	 rescue	 from	 an	 external	 source	 because	

















Continuing,	 long-term	 support	 for	 people	 who	 have	 undergone	 WLS	 is	
recommended	 in	most	 of	 the	 qualitative	 literature.	 	 Groven	 et	 al	 (2012,2013)	
highlighted	the	difficulties	of	living	with	dumping,	significant	bodily	change	and	
excess	skin.		Natvik	et	al	(2013,2014)	described	continuing	problems	with	eating	




habitual.	 	 Jumbe	 and	 Meyrick	 (2018)	 concluded	 that	 long-term	 support	 was	
needed	 to	 help	 people	 cope	 with	 the	 major	 changes	 that	 WLS	 produces.		
Engström	 and	 Forsberg	 (2011)	 found	 that	 when	 the	 physical	 restriction	
provided	by	WLS	began	to	diminish,	then	patients	needed	help	to	cope	with	this.		
Knutsen	et	al’s	(2011;2011b;2013)	participants	talked	of	feeling	as	though	they	
had	 been	 abandoned	 post-surgery	 when	 compared	 with	 their	 pre-surgery	
preparation.	 	 From	 their	 systematic	 review	 of	 qualitative	 studies	 into	 WLS,	
Coulman	et	al	suggest	that	their	“…findings	demonstrate	the	importance	of	long-
term	 support,	 particularly	 psychological	 and	 dietary…”	 (2017p547)	 to	 help	
people	 negotiate	 the	 changes	 produced	 by	 WLS	 –	 particularly	 the	 difficult	
experience	of	weight	regain.		
	
As	 I	 discussed	 in	 the	 Literature	 Review,	 in	 a	 context	 in	 which	 it	 is	 a	 ‘simple’	
obesity	that	is	being	treated	by	WLS,	where	weight	is	considered	to	be	a	matter	
of	 choice,	 then	 post-surgery	 support	 would	 seem	 to	 be	 superfluous.	 	 Such	





In	 the	 following	 I	 will	 outline	 some	 specific	 implications	 of	 my	 analysis	 for	
psychotherapeutic	practitioners.		
	




developing	 reflexivity	by	 challenging	 taken-for-granted	assumptions.	 	 “It	 is	our	
view	 that,	 to	 a	 certain	 extent,	 the	 tension	 between	 deconstructive	 research	
approaches	 to	 therapy	 and	 clinical	 practice	 is	 inevitable,	 partly	 because	 of	 the	






them	more	 useful	 to	 clinicians,	while	 still	 retaining	 their	 critical	 edge.”	 (Avdi&	
Georgaca2007a,p173)	
	


























My	 conversations	 with	 the	 participants	 confirmed	 the	 great	 difficulty	 of	
maintaining	weight-loss	–	they	all	reported	regularly	 losing	large	amounts	only	
to	put	it	all	back	on	again	as	soon	as	they	abandoned	their	chosen	method	–	and	
the	 real	 intractability	 of	 overweight	 needs	 to	 be	 taken	 into	 account.	 	 It	 is	
unhelpful,	even	omnipotent,	to	enter	into	a	therapeutic	contract	with	the	aim	of	
helping	 a	 person	 lose	 weight.	 	 The	 resulting	 frustration	 with	 our	 inability	 to	







had	 the	 funding	 and	 the	 time,	 I	 would	 seek	 out	 some	 ‘failures’	 to	 hear	 their	







health	 with	 weight-loss	 has	 been	 critically	 analysed	 and	 I	 have	 said	 that	 a	
‘simple’	obesity	has	been	constructed	which	legitimates	WLS	as	a	solution.		The	
pressure	for	individuals	to	police	their	bodies	has	been	argued.		This	takes	place	


















then	 they	will	 lose	weight,	 and	maintain	 that	 loss,	 to	 the	 improvement	of	 their	
health.		This	‘simple	obesity’	is	central	to	the	debate	and	leads	to	simple	solutions	
being	offered	such	as	traditional	recommendations	to	eat	less	and	exercise	more	
–	 even	 though	 their	 failure	 is	 well-documented.	 	WLS	 is	 unquestionably	more	
effective	 than	 such	 methods	 in	 maintaining	 weight-loss	 and	 reducing	 co-
morbidities,	even	though	its	effects	diminish	over	time.	
 
My	 aims	 were	 to	 research	 the	 experience	 from	 the	 viewpoint	 of	 the	 person	
undergoing	surgery	because	the	considerable	psychological	 literature	appeared	








its	 ‘before	and	after’	and	 ‘us	and	them’	characteristics	 -	so	that	the	pre-surgery	
identity	 of	 being	 at	 the	 mercy	 of	 circumstances	 beyond	 their	 control	 was	




also	distanced	 their	 current	 identities	 from	 those	of	people	who	were	 still	 big.		
Talk	 from	 a	 position	 of	 one	 who	 has	 lost	 weight,	 produced	 an	 othering	






Given	that	WLS	usually	restricts	a	person’s	ability	 to	 ingest	 food,	 I	asked	about	
any	changes	in	the	relationship	to	food	occasioned	by	the	surgery.		There	was	a	
great	 deal	 of	 talk	 about	 food	 and	 eating	 but	 it	 was	 almost	 entirely	 about	
managing	 the	 post-surgery	 diet	 and	 trying	 to	 avoid	 dumping.	 My	 analysis	
suggests	that	a	pre-surgery	identity	of	being	blameless	for	overweight	had	been	
built	and	to	express	feelings	of	loss	would	undermine	that	claim.		The	absence	of	
emotional	 talk	about	 food	 is	significant	 to	me	as	a	psychoanalytic	clinician,	but	
my	chosen	model	of	DA	is	not	an	appropriate	method	with	which	to	explore	this.			
	
Most	of	my	participants	were	still	 technically	obese,	but	all	had	 lost	 significant	
amounts	of	weight	and,	of	those	who	were	more	than	two	years	post-surgery,	all	
had	been	able	to	maintain	that	loss.		My	study	was	limited	by	the	lack	of	people	
for	 whom	 WLS	 had	 not	 ‘worked’	 in	 the	 sense	 of	 enabling	 them	 to	 maintain	






In	 this	 dissertation	 I	 have	 aimed	 to	 present	 a	 more	 complex	 picture	 of	 high	
weight,	and	suggested	that	any	treatment	of	it	needs	to	take	this	complexity	into	
account.		The	possible	contributory	factors	to	massive,	incapacitating	weight	are	
many	and	varied	and	have	 their	origins	 in	physiology,	history,	 social	 structure,	
culture,	 economic	 conditions,	 and	 general	 and	 individual	 psychological	 factors	
and,	as	a	result,	I	still	see	WLS	as	a	simplistic	response	to	this	complex	issue.		If	it	
is	 viewed	 as	 having	 deeper	 psychological	 and	 structural	 origins,	 then	 WLS	
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Study	 using	 Grounded	 Theory.	 Found	 hope	








Study	 of	 21	 GPs	 using	 IPA.	 	 Found	 GPs	 had	
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Information Sheet for Participants in Research Interviews to Explore 
the Experience of Bariatric Surgery 
 
 
Researcher: Janet Moreland who is a doctoral research student at Exeter University. 
Date: February 2016 
Version: 2 
 
This information sheet is to help you decide whether you want to take part in the 
research.  Please think about it and feel free to discuss it with your family or friends.  
I am happy to answer any questions you might have. 
 
Thank you for taking the trouble to read this. 
 
What is the purpose of the research? 
There is very little information in the academic literature about what it’s like, from the 
patient’s point of view, to undergo bariatric surgery and to live with its results.  I’d 
like you to tell me about your experience of the surgery in the hope that what I learn 
from you can be useful to weight management services, and to other people who are 
thinking of having surgery.  It is also part of a Doctorate in Clinical Practice that I am 
undertaking at the University of Exeter. 
 
Do I have to take part? 
No you don’t, and you can withdraw at any time without giving a reason.  
 
What will happen in the interview? 
We will meet for up to an hour to talk about what it was like to go through the surgery 
and what life has been like since then.  I am particularly interested in knowing what 
has happened to your desire to eat – is it what you expected?  
I will sound-record the discussion which I will make a written copy of.  I won’t use 
your real names, and I will disguise anything you say that could identify you. 
 
Are there any disadvantages to taking part? 
You will be giving me the time you spend talking with me. 
 
Will it cost me anything?  
No. 
 
What are the possible benefits? 
It will be a chance to talk about the experience of the surgery and of what you’ve 
learnt.  You may also have the good feeling that you are helping the people who come 
after you to get the best possible service. 
 
Who will know I’m taking part? 




Will everything I say be kept confidential? 
I will be the only person who listens to the tape, which I will encrypt and keep safely 
in a locked filing cabinet.  The tape and the written transcript will be kept separately. 
 
What will happen to the results? 
I will analyse what is said to find the main things you talk about and I will write a 
paper describing them.  You can read this if you wish, but I will in any case send you 
a summary of it. 
 
Who is organising and funding the research? 
I am. 
 
Who has reviewed this study? 
The University of Exeter Psychology Research Ethics Committee 
 
If I have any complaints about the study, who can I contact? 
Research supervisor, Dr Jean Knox, Department of Psychology, University of Exeter. 
E-mail: J.M.Knox@exeter.ac.uk    
 
Who do I contact for further information? 
Janet Moreland - researcher                  e-mail: jem237@exeter.ac.uk 
       Phone: 01392-496193 
       Text only: 0770-960-8683 
 


























2.	 	 What	 situated	 meanings	 and	 values	 seem	 to	 be	 attached	 to	 places,	 times,	
bodies,	people,	objects,	artifacts,	and	institutions	relevant	in	this	situation?	







































Researcher:  Janet Moreland  
E-mail: jem237@exeter.ac.uk 
Version: 1 
Date: December 2015       
 
(Please initial each box)
 
 
I have read and understood the information sheet (dated February 2016) telling me 
about the research. 
 
 
I can choose not to take part in the research and I can leave at any time without 
giving a reason. 
   
 
    
I understand that the transcription of the interview may be looked at by individuals 
from the University of Exeter where it is relevant to my taking part in this research. 
 
 












…………………………………….    ……….      …………………………….. 
 






……………………………..           ……….           ……………………………………. 
 





This copy is for you to keep.  I will have another one, for my records, which I will ask 














• A	 paper	 to	 be	 offered	 to	 a	 WLS	 journal	 describing	 the	 patients’	
experiences	of	 living	with	 the	 surgery	with	particular	 reference	 to	 their	
apparent	 blindness	 to	 the	 probability	 of	 some	weight-regain	 and	 to	 the	
perceived	 role	 of	medical	 staff	 in	 promoting	 that.	 	 This	 paper	 could	 be	
circulated	to	weight	management	services.	
• A	paper	to	be	prepared	for	a	psychoanalytic	journal	on	the	significance	of	
the	 concrete	 nature	 of	 talk	 about	 food	 and	 eating	 in	 people	 of	 high	











1. “Substantive	 contribution:	 Does	 this	 piece	 contribute	 to	 our	
understanding	 of	 social-life?	 Does	 the	 writer	 demonstrate	 a	 deeply	
grounded	 (if	 embedded)	 human-world	 understanding	 and	 perspective?	
How	has	this	perspective	informed	the	construction	of	the	text?		
2. Aesthetic	 merit:	 Does	 this	 piece	 succeed	 aesthetically?	 Does	 the	 use	 of	
creative	 analytical	 practices	 open	 up	 the	 text,	 invite	 interpretive	
responses?	 Is	 the	 text	 artistically	 shaped,	 satisfying,	 complex,	 and	 not	
boring?		
3. Reflexivity:	 How	 did	 the	 author	 come	 to	 write	 this	 text?	 How	 was	 the	
information	 gathered?	 Ethical	 issues?	How	 has	 the	 author’s	 subjectivity	




4. Impact:	 Does	 this	 affect	 me?	 emotionally?	 intellectually?	 generate	 new	
questions?	move	me	 to	write?	move	me	 to	 try	 new	 research	 practices?	
move	me	to	action?		
5. Expresses	a	reality:	Does	this	text	embody	a	fleshed	out,	embodied	sense	
of	lived-experience?	Does	it	seem	“true”—a	credible	account	of	a	cultural,	
social,	individual,	or	communal	sense	of	the	“real”?”	(p254)		
	
	
	
	
